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Health is a subject in which all people of the world, 
irrespective of color, race, and political philosophy, have 
a common interest. In fact, international cooperation in 
the field of health work may well prove to be a common 
ground for the development of understanding and co- 
operation that could extend to more difficult and con- 
troversial areas. This is a field in which the United States 
has the ability as well as a unique opportunity to assume 
world leadership. In the attainment of these objectives, 
physicians have very special opportunities and responsi- 
bilities. Fortunately, two organizations have:been devel- 
oped since World War II through which physicians may 
contribute to world health, world understanding, and 
world peace. These are the World Medical Association 
and the World Health Organization, organizations that 
constitute a team that is making one of the greatest con- 
tributions of our time to the improvement of mankind— 
a must for the prevention of the spread of communism. 
It is important that physicians understand the nature of 
each organization, its membership, its goals, and the indi- 
vidual physician’s relationship to it. 


THE WORLD MEDICAL ASSOCIATION 

The World Medical Association is the world organiza- 
tion of physicians as a professional group. It is the equiva- 
lent on the world scene of the American Medical Asso- 
ciation in the United States. It is composed of medical 
societies of the world, with the American Medical Asso- 
ciation playing a leading role. In addition to association 
memberships, it allows for personal memberships on the 
part of physicians. The World Medical Association, 
which was founded after World War II at the initiative of 
leaders of the profession, particularly of the United States, 
Canada, England, and France, has grown in influence and 
importance as the voice of the physicians of the world. 
Annually, at its assemblies and at council meetings, it 
brings together leaders of organized medicine to consider 
the broad problems facing the physicians of the world. 
Among the contributions that the World Medical Asso- 
ciation has made during its brief life are the development 
of the International Code of Medical Ethics, which is 
becoming increasingly well known as the modern Hippo- 
cratic Oath, and the sponsorship of the first World Con- 


gress on Medical Education, held in London in 1953, 
which has given stimulation and direction to the improve- 
ment of medical education throughout the free world. 
Currently it is undertaking leadership in the field of oc- 
cupational health on a world-wide basis. Dr. Louis 
Bauer, past-president of the American Medical Asso- 
ciation, is the executive secretary of the World Medical 
Association. Dr. Gunnar Gundersen and Dr. Edwin S. 
Hamilton, members of the Board of Trustees of the 
American Medical Association, are members of the 
council of the World Medical Association. 


WORLD HEALTH ORGANIZATION 


The World Health Organization is the governmental 
member of the world health team, analogous on the world 
level to the United States Public Health Service on the 
national level. It is a technical agency in the field of health, 
set up by the governments of the world within the gen- 
eral orbit of the United Nations, yet it is administratively 
independent of the United Nations. It has a membership 
of 84 nations. WHO is concerned with the improvement 
of public health and the development of sound and effec- 
tive public health services in the nations of the world. It 
has established international services of great value, such 
as the compilation and dissemination of information con- 
cerning the prevalence of epidemic diseases and the de- 
velopment of international standards of biological prepa- 
rations, services that can be provided only by an inter- 
governmental health agency. The policy-forming body 
of the World Health Organization is the World Health 
Assembly, which meets annually and is composed of dele- 
gations from the member governments. These delegations 
are always headed by physicians and, in the case of the 
United States, always include a representative of the 
American Medical Association. 

-Among the important accomplishments of the World 
Health Organization have been the exercise of leader- 
ship in the world-wide control of malaria, a disease that 
has long been of first importance in many countries of 
the world but that is now rapidly disappearing from the 
globe; leadership and direction in the mass control of 
yaws in the Carribean area and in Southeast Asia; the 
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issuance of definitive technical reports of committees of 
international experts on a wide range of subjects, such as 
mental health, nursing, environmental sanitation, infiu- 
enza, and plague; and the training through fellowship 
grants of some 2,000 professional persons in the field of 
health from countries that do not have facilities for 
needed training. The present director-general of the 
World Health Organization was elected by the World 
Health Assembly in 1953. He is Dr. Marcolino Candau 
of Brazil, who received much of his professional training 
in the United States and his public health experience with 
the Rockefeller Foundation and Institute of Inter-Ameri- 
can Affairs Missions in Brazil. The chairman of the 
executive board of WHO is an American physician, Dr. 
H. van Zile Hyde, a Public Health Service officer who 
formerly practiced internal medicine in Syracuse, N. Y. 


THE WORLD HEALTH TEAM 


The World Medical Association and the World Health 
Organization work closely together, collaborate in various 
projects, and exchange representation at meetings of their 
various policy-forming bodies. The World Medical Asso- 
ciation has been recognized formally by the World Health 
Organization as a spokesman for organized medicine in 
the world and is among the nongovernmental agencies 
given a formal status of relationship with the World 
Health Organization. It is essential that these organiza- 
tions continue to cooperate in order to assure the greatest 
possible competence in areas such as the listing of drugs 
for which international standards are needed, the deter- 
mination of dosages to be included in pharmacopeias, 
and the development of international practices affecting 
physicians. 

At the national level in the United States, there is close 
association among those directly concerned with United 
States participation in each organization. As pointed out, 
the United States delegation to the World Health Assem- 
bly includes a representative from the American Medical 
Association. In addition to the three of us, such represen- 
tation has included Dr. James E. Paullin and Dr. George 
Lull, members of the delegation that established the 
World Health Organization in 1946; Dr. James Miller, 
formerly a member of the Board of Trustees; Dr. E. J. 
McCormick, past-president of the A. M. A.; and Dr. 
Harry Mulholland, who has served the A. M. A. in many 
capacities. The chief of the delegation has always been a 
physician, the most recent being Dr. Chester Keefer, 
professor of medicine of Boston University medical 
school and special assistant to the Secretary of the De- 
partment of Health, Education, and Welfare. In 1953, 
the Board of Trustees of the American Medical Associ- 
ation established an International Health Committee to 
serve in a liaison capacity with the United States Public 
Health Service on international matters. This Committee 
is composed of the officers of the Board of Trustees, the 
secretary-general of the World Medical Association, and 
the representative of the American Medical Association 
on the preceding delegation to the World Health Assem- 
bly. This Committee has met three times with the chief 
of the Division of International Health of the Public 
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Health Service and other governmental officials con- 
cerned with international health to hear reports on World 
Health Organization activities and to review and discuss 
matters coming before the World Health Assembly. This 
Committee preserves intimate and friendly relationships 
between governmental and nongovernmental agencies 
interested in this field. 


THE INDIVIDUAL PHYSICIAN'S OPPORTUNITIES 


There are several very definite things that American 
physicians can do to forward the work of both the World 
Medical Association and the World Health Organization 
as teammates on the world scene. Every physician who 
is a member of the American Medical Association is en- 
titled to individuai membership in the World Medical 
Association. Support through such memberships enables 
the World Medical Association to carry on its important 
activities. With membership comes a subscription to the 
World Journal of Medicine, which gives a view of the 
world scene in medicine. In support of the World Health 
Organization, the physician should familiarize himself 
with its values to the United States both as an arm of the 
foreign policy of our government and as a contributor 
to our domestic health. He can assist in developing under- 
standing within his own community concerning the im- 
portance of the development of public health services in 
underdeveloped areas of the world as a barrier to the 
spread of communism. 

Each of these organizations and both of them together 
give the physician a chance to be active within his own 
community in the interest of better world health. There is 
no single field in which a more fundamental job can be 
done in the building of a sound basis for peace than the 
field of health and medicine through nongovernmental 
and governmental action. This basis, indeed, gives phy- 
sicians a singular opportunity to contribute to the future 
of mankind, an opportunity probably greater than en- 
joyed by any other profession. 


University of Minnesota Medical School (14) (Dr. Diehl). 


Doctor and Workingman.—Social and political movements have 
grown up to protect and sustain the workingman. These move- 
ments are begun as humanitarian protest against exploitation of 
human resources and usually with finest motivation. . . . Have 
these movements gone too far and have they reached a point 
of destructive paternalism? . . . One of the rewards of the 
American free enterprise system for an ambitious . . . working- 
man has been ready advancement from employed to employer 
status. Achievement of self-support, self-confidence and assump- 
tion of individual leadership and responsibility produce emo- 
tional satisfaction and moral growth. Current weight of benefit 
payments, governmental reports and audits, fund segregations 
and contributions, and constant emphasis upon a secure position 
with union benefits, workmen’s compensation, guaranteed vaca- 
tions, full pay when not working, annual wage, old age assistance 
and social security now blocks the free movement of the in- 
dividual into new ventures. In day-to-day practice one sees 
numerous instances of workman frustration and retreat growing 
out of excesses of our social benefit systems. It can hardly be 
considered a political or reactionary protest to point out the 
stultifying effects of our constant quest for security without risk. 
—F. E. Rieke, M.D., Doctor and Workingman, Northwest 
Medicine, April, 1955. 
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SODIUM RETENTION AND EDEMA FROM PERCUTANEOUS ABSORPTION 
OF FLUDROCORTISONE ACETATE 


Thomas B. Fitzpatrick, M.D., Ph.D., Herbert C. Griswold, M.D. 


and 


John H. Hicks, M.D., Portland, Ore. 


The occurrence of untoward physiological effects after 
systemic administration of cortisone and hydrocortisone 
provided a stimulus for investigators to develop hydro- 
cortisone lotions and ointments for topical application. 
By applying hydrocortisone topically, the anti-inflamma- 
tory effects could be utilized without the risk of sodium 
and water retention, edema, and other undesirable physi- 
ological changes associated with systemic administration. 
In the three years since the introduction of hydrocorti- 
sone products for topical application, occurrence of sys- 
temic absorption after topical application has not been 
reported. During the past 15 months since we began 
evaluating the therapeutic effects of topically applied hy- 
drocortisone in various concentrations and vehicles, we 
have become suspicious of possible systemic absorption 
of topically applied hydrocortisone. For example, in 
using the simultaneous paired comparison method, it 
was Often noted that the area receiving the placebo lotion 
or ointment appeared to respond almost equally to the 
area receiving hydrocortisone. Also, it was observed in 
a large series of patients receiving 1% and 2.5% hydro- 
cortisone acetate lotion that improvement occurred in 
areas of dermatitis distant from the site of application. 

To determine whether or not percutaneous absorption 
of 2.5% hydrocortisone acetate lotion occurs, two pa- 
tients with generalized atopic dermatitis were hospital- 
ized, and 100 ml. of lotion containing 2.5 gm. of hydro- 
cortisone acetate was applied daily for seven days. 
Hydrocortisone compound F excretion was determined 
in three 24-hour urine specimens prior to application of 
the lotion and in daily 24-hour urine specimens during 
the seven day experimental period. There was no increase 
in the excretion of hydrocortisone during the period of 
application of 2.5% hydrocortisone acetate lotion in 
either of the patients. We therefore concluded that sys- 
temic absorption of detectable amounts of topically ap- 
plied hydrocortisone acetate lotion did not occur. During 
the past year we have been evaluating lotions and oint- 
ments containing fludrocortisone acetate (9-a-fluorohy- 
drocortisone acetate). The same curious phenomena 
were observed even more strikingly than with hydrocor- 
tisone; placebo treated areas and distant areas improved 
almost as rapidly and completely as the site of applica- 
tion of fludrocortisone acetate. Our earlier suspicions of 
systemic absorption of topically applied steroids were 
finally confirmed when, in October, 1954, generalized 
edema developed in a young woman with atopic dermati- 
tis after topical application of 0.2% fludrocortisone ace- 
tate lotion. 

The following five cases are presented as examples of 
increase in weight and edema following topical applica- 
tion of fludrocortisone acetate. 


REPORT OF CASES 


Case 1.—A white female, aged 27, with chronic atopic derma- 
titis that had involved the arms and face was seen on this occa- 
sion because of pruritus and lichenification of the vulvar area. 
The patient was given 0.2% fludrocortisone acetate lotion to be 
applied three times daily. She started therapy on Saturday at 
noon and during the next 24 hours had used a total of 15 ml. 
in five applications. Monday morning the patient noted that her 
shoes pinched, her ankles had become swollen, and she also 
noted periorbital edema. The patient had, therefore, used 15 ml. 
of 0.2% fludrocortisone acetate lotion containing 30 mg. of flu- 
drocortisone acetate during a 24 hour period. The edema dis- 
appeared within the next 48 hours following the interruption of 
therapy with fludrocortisone acetate lotion. 

Case 2.—A white female, aged 51, with subacute dermatitis 
involving only the left palm, was started on 0.2% fludrocorti- 
sone acetate lotion on Oct. 30, 1954, and was told to apply the 
lotion four times daily. After three days of application, the pa- 
tient returned with ankle edema and noted a 4.5 lb. (2.03 kg.) 
gain in weight. She was unable to put on her shoes without dis- 
comfort. She was advised to continue the treatment and re- 
turned again on Nov. 16, 1954. At this time there had been a 
marked decrease in the ankle edema, the palmar surface had 
become dry, and the erythema had disappeared. She further 
continued the treatment, and the eruption cleared. Thus, the 
edema disappeared despite the continuation of the treatment. 
During the initial three day period the patient used 30 ml. of 
0.2% fludrocortisone acetate lotion or 20 mg. of fludrocortisone 
acetate lotion daily. 

Case 3.—A white female, aged 33, with scattered patches of 
lichenified dermatitis on the sides of the neck, in the postauricular 
areas, and on the extensor aspects of the arms, applied daily 
approximately 5 ml. of 0.2% lotion (10 mg. of fludrocortisone 
acetate) to the areas of dermatitis on the right side and 5 mg. 
of 0.1% lotion (5 mg. of fludrocortisone acetate) to the areas 
of dermatitis on the left side. After three days of daily appli- 
cation of 15 mg. of fludrocortisone acetate lotion (a total of 
45 mg.), the patient developed marked edema of the lower ex- 
tremities, swelling of the face, and noted a weight gain of 12 
Ib. (5.4 kg.). The therapy was interrupted, and during the next 
48 hours there was a rapid disappearance of the edema. 

Case 4.—A white female, aged 25, with generalized chronic 
atopic dermatitis, applied daily 5 ml. of 0.1% fludrocortisone 
acetate (5 mg.) to the upper half of the body and 5 ml. of 0.2% 
fludrocortisone acetate (10 mg.) to the left upper half of the 
body. The patient returned four days later after applying 15 
mg. daily of fludrocortisone acetate and was found to have ankle 
edema, swelling of the face, and a 10 Ib. (4.5 kg.) weight gain. 
The skin showed marked improvement, and the patient was 
instructed to apply the lotions only once daily. The edema 
gradually subsided, and one week later there had been an 8 lb. 
(3.6 kg.) weight loss. 


From the divisions of dermatology and cardiology, University of 
Oregon Medical School. 

The hydrocortisone determinations were made by Dr. Peter H. Forsham, 
University of California Medical School, San Francisco. 

The 0.1% and 0.2% fludrocortisone in absorbent ointment base (Plasti- 
base) and 0.1% and 0.2% lotion used in this study were supplied by Dr. 
Harvey Blank of the Squibb Institute for Medical Research, New Bruns- 
wick, N. J. The 0.1% and 0.25% fludrocortisone lotions used in this 
study were supplied by Dr. Elmer Alpert of Merck and Company, Inc., 
Rahway, N. J. 

This study was supported in part by the Squibb Institute for Medical 


Research, New Brunswick, N. J., the U. S. Public Health Service, and 
the Oregon Heart Association. 
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Case 5.—A white female, aged 43, with acute contact derma- 
titis of the right axilla and the right lateral half of the chest and 
a chronic lichenified dermatitis of the dorsum of the hands, 
applied 7.5 ml. daily of 0.25% lotion (18.75 mg. of fludrocorti- 
sone acetate) to all areas for two days and during the next two 
days applied approximately 7 ml. daily of 0.1% lotion (7 mg. 
of fludrocortisone acetate). In four days, she had applied 51.5 
mg. of fludrocortisone acetate. At the end of the treatment period 
(four days) she had noted a weight gain of 8 Ib. (3.6 kg.). The 
patient was advised to apply the 0.1% fludrocortisone acetate 
lotion only once daily. She returned one week later, and at this 
time the edema had subsided but had not disappeared and she 
had noted a 3 Ib. (1.3 kg.) weight loss. 


In addition to the above patients, we have observed six 
patients with subacute and chronic dermatitis who have 
noted a weight gain of more than 5 Ib. (2.3 kg.) in less 
than a week after starting therapy with fludrocortisone 
acetate lotion in 0.1%, 0.2%, and 0.25% concentra- 
tions. Furthermore, two patients with anogenital pruritus 
developed a weight gain of more than 5 Ib. within a week, 


CASE DIAGNOSIS MEDICATION CONTROL PERIOD TREATMENT PERIOO 
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Serum sodium-potassium-chloride levels and total water space and 
weight of patients during control period and during administration of 
fludrocortisone acetate. AFCA = fludrocortisone acetate. 


ankle edema, and puffiness of the face while using 0.2% 
fludrocortisone acetate in absorbent ointment base ( Plas- 
tibase). All of the above patients had no evidence of 
cardiac disease and had not noted edema prior to therapy 
with fludrocortisone acetate. 


RESULTS 

In order to prove that the weight gain and edema re- 
sulted from sodium and water retention, we followed the 
excretion of urinary sodium in seven patients. The fludro- 
cortisone acetate lotion or ointment was applied three 
times daily during the experimental period in the patients 
summarized in the figure. In the three patients included 
in the table, 0.2% fludrocortisone acetate lotion was ap- 
plied every hour from 8 a. m. to 8 p. m. during the ex- 
perimental period. 


1. Hurst, W. W.; Schemm, F. R., and Vogel, W. C.: Simultaneous 
Determination of Total Body Water by Antipyrine and Deuterium Oxide: 
Evaluation of the Methods on Edematous Subjects, J. Lab. & Clin. Med. 
39:36 (Jan.) 1952. 
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The following method was used. Twenty-four hour 
urine samples were collected from 8 a. m. to 8 p.m. The 
volume was measured and aliquots were saved for de- 
terminations of sodium concentration. An internal stand- 
ard flame photometer technique was used. The volume 
times the concentration was equivalent to the total milli- 
equivalent of sodium excreted. All sodium concentra- 
tions were based upon a standard curve obtained each 
day. The daily weight of patients was determined before 
breakfast on the same scale for each patient. Blood for 
sodium-potassium-chloride determination was clotted in 
chemically clean tubes and immediately centrifuged. The 
serum was promptly removed. After proper dilution, the 
sodium-potassium levels were determined on the flame 
photometer with the internal standard technique. Blood 
chlorides were determined by a modified Sandroy tech- 
nique. Total body water levels were determined by the 
falling drop technique.’ Administration of the heavy 
water was by the oral route. 

The figure lists the daily weight changes, the 24-hour 
urine volume, and the total excretion of sodium in eight 
patients during a control period and a treatment period. 
The patients were on a general hospital diet with a stand- 
ard intake of sodium. Water was permitted as desired. 
It can be seen that, without exception, there is a reduction 
in the sodium excretion during the first two or three days 
of application of the fludrocortisone acetate. In three 
patients there was marked reduction in the urine output, 
and in three patients there was a weight gain of up to 5 Ib. 
This data would indicate that the fludrocortisone acetate 
contained in the lotions and ointments was absorbed 
through the skin and promoted retention of sodium and 
water. 

It is of interest to note that, after the initial period of 
sodium and water retention, there is an increase in so- 
dium excretion and presumably less absorption of fludro- 
cortisone acetate. This increase in sodium excretion was 
coincident with improvement of the dermatitis. Although 
there was a variable but definite decrease in urinary so- 
dium excretion after topical application of 1.0% hydro- 
cortisone acetate lotion, there was no change in body 
weight (figure, case 8). In a group of 105 patients with 
dermatitis who were treated with 2.5% and 1% hydro- 
cortisone lotion during the past 15 months, we have never 
observed edema. 

The table depicts the serum sodium-potassium-chlo- 
ride levels and total body water space, as well as weight 
of these patients during a control period and during ad- 
ministration of the various lotions. The second group of 
data on these three patients lists the values obtained after 
application of 0.2% fludrocortisone acetate lotion for 
three days. In general, it can be stated that there is little 
change in the sodium-potassium-chloride serum concen- 
tration. 

The increase in total body water of the first patient in 
the table is equivalent to the increase in weight gain over 
the three day period. The data would not suggest that 
there is necessarily any escape of sodium into the intra- 
cellular space. This further confirms the information de- 
rived from urinary sodium excretion determinations in 
the preceding group of patients; namely, that salt and 
water are retained with an increase in the various spaces. 
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COMMENT 

The presence of the 9-a-fluorine atom markedly in- 
creases the capacity of hydrocortisone to retain sodium.’ 
The sodium and water retaining effects have limited the 
oral or parenteral use of fludrocortisone acetate. In a 
recent investigation of the antirheumatic effects of orally 
administered fludrocortisone acetate in doses up to 4, 
6, and 8 mg. daily for 12 to 28 days, Ward and asso- 
ciates * observed a lessening of rheumatic symptoms but 
noted a marked retention of sodium. In one of the pa- 
tients in their study, a gain in weight was noted while the 
patient was receiving only 2 mg. of fludrocortisone ace- 
tate daily. It is not surprising, therefore, that sodium re- 
tention and edema have been shown to occur in patients 
with dermatitis who are applying to the skin surface as 
much as 75 mg. of fludrocortisone acetate (30 ml. of 
0.25% fludrocortisone acetate lotion) during a 24 hour 
period. 

At least seven factors must be considered in estimating 
the amount of percutaneous absorption of fludrocortisone 
acetate lotion and ointment: (1) concentration of flu- 
drocortisone acetate, (2) site of application, (3) the 
stage of dermatitis (acute, subacute, or chronic), (4) 
method of applying the ointment or lotion, (5) extent of 
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veloped clinical edema after daily application of 0.2% 
fludrocortisone acetate in absorbent ointment base to the 
perianal area for one week. 

Stage of Dermatitis —The subjects in this series in- 
cluded patients with acute, weeping dermatitis; subacute 
dermatitis; and chronic lichenified dermatitis. It was our 
impression that there was a greater incidence of sodium 
retention and edema following topical application of 
fludrocortisone acetate in patients with acute dermatitis. 
Studies of electrolyte changes in patients applying the 
drug to intact skin and a larger series of patients with 
varying stages of dermatitis would be required to estab- 
lish this belief. Other hormones (estrogens, testosterone, 
and progesterone) penetrate the intact skin rapidly and 
to a very great degree.* In several of our patients (e. g., 
case 2) the edema disappeared while the application of 
the lotion was continued. As the dermatitis cleared, the 
degree of absorption of fludrocortisone acetate appeared 
to decrease. Therefore, the troublesome edema that may 
occur in patients applying fludrocortisone acetate lotions 
and ointments might be considered only a temporary 
problem that disappears as the potent anti-inflammatory 
effects of the drug arrest the dermatitis with consequent 
decreased percutaneous absorption. 


Metabolic Studies on Three Patients Applying One-Fifth Per Cent Fludrocortisone Acetate Lotion 


Period of 


First Patient 


Second Patient Third Patient 


Period of. Period of Period of. 
Adminis- Period of Adminis- Period of Adminis- 
Control tration Control tration Control tration 
82 29 38 39 47 39 
65 68 
38.8 42.5 es 
63.6 67.5 51.8 52.7 70.9 71.8 
107 111 106 113 107 108 
145 143 142 147 147 143 
4.0 3.9 3.8 $7 3.4 3.3 


application, (6) frequency of application, and (7) effect 
of vehicle. 

Concentration of the Drug.—The concentration of the 
agent may be the most important factor in the production 
of sodium retention following topical application. It is 
estimated that in three applications daily a patient ap- 
plies approximately 0.5 ml. of lotion to each 1% of the 
skin surface. In a patient with 40% of the skin surface 
involved in a dermatitis, 20 ml. of the lotion would be 
used in a 24 hour period. With the 0.25% fludrocortisone 
acetate lotion this would amount to an application of the 
skin surface of 50 mg. of fludrocortisone acetate and 20 
mg. of fludrocortisone acetate with the 0.1% lotion. 
Since clinical edema has resulted after the oral ingestion 
of as little as 2 mg. of fludrocortisone acetate,’ if only 1% 
of the applied drug were absorbed percutaneously, so- 
dium retention and clinical edema could result. In a skin 
surface involved in an acute or subacute dermatitis, it is 
likely that much more than 1% would be absorbed 
percutaneously. 

Site of Application.—The skin of the vulva, srotum, 
and perianal areas probably has a much greater ability to 
absorb topically applied ointments and lotions, because 
of the promotion of absorption by the constant moisture 
in these areas. As mentioned above, two patients de- 


Method of Application.—Massaging or rubbing the 
lotion or ointment into the areas of dermatitis may en- 
hance percutaneous absorption of fludrocortisone acetate. 
We have obtained the best therapeutic results with both 
fludrocortisone acetate and hydrocortisone acetate lo- 
tions and ointments by instructing the patient to massage 
a small amount into an area of skin the size of the palm 
of the hand. This technique of application may account 
in part for the increased number of patients with edema 
that we have observed. Several dermatologists * who 
have been evaluating fludrocortisone acetate lotions and 
ointments have apparently not observed edema or weight 
gain. Livingood,’ however, has recently seen several pa- 
tients with edema following topical application of this 
lotion. It is suggested that patients using fludrocortisone 
acetate be instructed to apply the lotion and ointment 
sparingly and to spread it lightly over the affected areas. 

Extent of Application.—An increase in weight and 
edema occurred, although fludrocortisone acetate lotion 
was applied to less than 3% of the total skin surface 


2. Ward, L. E., and others: The Effects of Aldosterone (Electro- 
cortin) and of 9-a-Fluorohydrocortisone Acetate on Rheumatoid Arthri- 
tis: Preliminary Report, Proc. Staff Meet., Mayo Clin. 29: 649 (Dec. 22) 
1954. 

3. Rothman, S.: Physiology and Biochemistry of the Skin, Chicago, 
University of Chicago Press, 1954. 

4. Blank, H.: Personal communication to the authors. 

5. Livingood, C. S.: Personal communication to the authors, 
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(cases 1 and 2). Fludrocortisone acetate is probably in- 
activated in the skin as well as the liver. Thus, applica- 
tion of the drug to a relatively large skin surface area may 
actually minimize the degree of percutaneous absorp- 
tion, because there is more skin surface to metabolize the 
steroid before absorption occurs. 


Frequency of Application—The number of applica- 


tions in a 24 hour period may be a critical factor, since 
the rate of inactivation of the drug may be exceeded by 
frequent applications. The 0.2% and 0.25% lotion 
should not be used more than twice daily; however, ap- 
plication of either of these concentrations to a damaged 
skin or the anogenital area only once daily could result 
in significant absorption, if a large amount were used in 
one application. If 2 ml. of 0.25% lotion containing 
5 mg. of fludrocortisone acetate were applied and 50% 
of the drug absorbed, sodium retention could result. 

Effect of the Vehicle-—Our series comprises a dis- 
proportionate number of patients treated with fludrocorti- 
sone acetate lotion. The preference for the lotion vehicle 
is based on our repeated observation that both hydrocor- 
tisone acetate and fludrocortisone acetate in a lotion ve- 
hicle are more effective in the treatment of dermatitis. 
Although we have observed sodium retention and edema 
in two patients using 0.2% fludrocortisone acetate in 
absorbent ointment base, it is our impression that a 
greater degrees of percutaneous absorption of this drug 
occurs when the lotion vehicle is used. The relatively 
large number of patients developing sodium retention 
and edema that we have observed may also be related to 
our high index of suspicion. After we became aware of 
the possibility of edema from topical application of 
fludrocortisone acetate, all patients receiving lotion and 
ointment of this drug were advised to weigh themselves 
daily and to note signs of edema, such as pinching of the 
shoes, ankle swelling, puffiness of the face, and increase 
in waist measurement. 

Finally, the potential hazard of sodium retention, hy- 
pervolemia, and.edema after prolonged applications of 
fludrocortisone acetate in chronic recurrent dermatitis 
must be considered. The risk of sodium retention and a 
rapid increase in blood volume after topical application 
of this drug may be considerable in a dermatitis occurring 
in patients with incipient congestive heart failure, 
toxemia of pregnancy, nephritis, and essential hyperten- 
sion. In the presence of diseases in which sodium reten- 
tion may be hazardous, these lotions and ointments 
should be used only under careful medical supervision. 
Patients with a normal capacity to excrete sodium may 
only develop a transitory edema that disappears spon- 
taneously as the dermatitis improves. 

Decreased sodium excretion occurred after local ap- 
plication of 1% hydrocortisone acetate lotion, indicating 
a significant percutaneous absorption. As mentioned 
earlier, there was no increase in hydrocortisone excre- 
tion after daily application of 2.5 gm. of hydrocortisone 
acetate in a lotion vehicle. This may be explained by the 
fact that the absorbed hormone inhibits the output of 
corticotropin, resulting in suppression of the normal 
adrenal cortical secretion of hydrocortisone. Thus there 
is no net change in hydrocortisone excretion, despite a 
significant percutaneous absorption of hydrocortisone. 
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Recent evidence of pituitary inhibition by percutaneously 
absorbed hydrocortisone has been provided by Lerner 
and Takahashi.® Two patients with an abnormally high 
urinary output of melanocyte-stimulating hormone ap- 
plied 30 ml. of 2.5% hydrocortisone acetate lotion daily 
to the normal skin of the arms. After one week of the 
experimental period, the urinary melanocyte-stimulating 
hormone output decreased to a level within normal 
limits. After discontinuance of the local applications of 
hydrocortisone lotion, the urinary melanocyte-stimulat- 
ing hormone output increased. Lerner and Takahashi 
estimated that at least 3% of the applied hydrocortisone 
was absorbed through the normal skin. This estimate 
was based on the amount of orally given hydrocortisone 
required to reduce the urinary melanocyte-stimulating 
hormone output to within normal limits in the same two 
patients. The problem of sodium retention and edema 
from percutaneously absorbed hydrocortisone is prob- 
ably not important clinically, since, on a weight for 
weight basis, approximately 50 times more hydrocorti- 
sone than fludrocortisone must be absorbed to result in 
the same degree of sodium retention, 


SUMMARY 


Evidence of sodium retention has been observed in 20 
patients after topical application of fludrocortisone ace- 
tate (9-a-fluorohydrocortisone acetate) in a lotion and an 
ointment vehicle. Quantitative measurement of total uri- 
nary sodium excretion in seven patients with dermatitis 
who applied fludrocortisone acetate lotion and ointment 
revealed a decreased excretion of sodium (or a sodium 
retention). The principal factors that promote percutane- 
ous absorption of fludrocortisone acetate are the concen- 
tration of the drug, the Stage of the dermatitis, and the 
frequency of application. In addition, percutaneous ab- 
sorption appears to occur more commonly after applica- 
tion of fludrocortisone acetate in a lotion vehicle. 

In the majority of the patients, absorption of the fludro- 
cortisone acetate and sodium retention occurred in the 
early stages of treatment and decreased as the dermatitis 
improved even while topical applications of the drug 
were continued. Thus, the edema may be considered only 
a temporary problem that corrects itself as the dermatitis 
improves. However, in patients with incipient congestive 
heart failure, toxemia of pregnancy, essential hyperten- 
sion, and nephritis the transitory sodium retention and 
hypervolemia may be hazardous. 


6. Lerner, A. B., and Takahashi, Y.: Personal communication to the 
authors. 


Cure for Cancer.—Facts regarding the morphology of cancer 
are discouraging to the hope of a universal cancer cure in the 
near future. Many oncologists have misgivings about the recur- 
rent statements in the lay press that cancer will be “licked” 
within a predictable period of time. If all cancer cells were of 
similar structure, and greatly different morphologically from all 
normal cells, we could entertain such a hope. Perhaps the most 
important thing we have learned in 50 years of cancer research 
is the complexity of the problem. This means that efforts at 
control and cure must be increased. . . It looks now as if 
each form of cancer, and perhaps each case of cancer, may 
require individual treatment. . . The victory may be won 
not by a single decisive battle, but by a series of successful 
minor engagements.—T. B. Dunn, M.D., Morphology and a 
Cure for Cancer, Journal of the American Medical Women’s 
Association, April, 1955. 
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Outbreaks of gastroenteritis in humans due to Salmo- 
nella infections are common and are being increasingly 
identified and reported. At present there are approxi- 
mately 222 known Salmonella types, all of which are 
pathogenic to man, animals, or both. According to Feig,' 
25% of Salmonella outbreaks reported to the U. S. Pub- 
lic Health Service during the period 1945 to 1947 were 
due to Salmonella typhimurium, which is the predominat- 
ing type of Salmonella. S. typhimurium is not an uncom- 
mon infection in chicks and other poultry.” It is believed 
that the infection may be transmitted through the egg to 
the chick and that man may become infected by eating 
eggs that are insufficiently heat-processed. 

In Minnesota there has been an apparent increase in 
Salmonella infections recorded by the state board of 
health. Forty cases were reported in 1949, as compared 
to 188 cases reported in 1953. S. typhimurium was iden- 
tified as the etiological agent in 66 (35% ) of the 188 re- 
ported cases. It should be pointed out that since gastro- 
enteritis and salmonellosis as such are poorly reported, 
these cases represent, in most instances, the findings of 
positive stool cultures in tests made by the division of 
medical laboratories. It is therefore believed that the in- 
crease is more apparent than real, probably representing 
an increased awareness of physicians to the problem and, 
in part, at least, a better selection of specimens submitted 
to the laboratory. 

It is the purpose of this report to call attention to an 
unusual outbreak of salmonellosis traceable to chicks 
that were distributed at Easter time by food stores as a 
means of publicity. Reports of similar outbreaks were 
looked for in the literature, but none were found. In 
1953 in Hennepin County, where the outbreak under 
consideration occurred, 97 cases of salmonellosis, includ- 
ing 32 due to S. typhimurium, were reported by the state 
board of health. From January to May, 1954, 44 cases 
of salmonellosis were identified in Hennepin County, 24 
of which (54% ) were due to S. typhimurium. 

Early in May, 1954, one of us (A. S. A.) called at- 
tention to several cases of salmonellosis in children, with 
the possibility of chicks being the source of infection. 
The chicks under suspicion were distributed just before 
Easter (April 18) by two large supermarkets. With this 
information all cases of salmonellosis that came to the 
attention of the state board of health and that were sus- 
pected of being involved in the chick outbreak were 
checked through the family physician. Twelve bacterio- 
logically proved cases were found. In all these cases 
S. typhimurium was isolated from feces specimens, as 
indicated in table 1. The 12 patients were from | 1 house- 
holds; members of 10 of these households obtained 
chicks from one store, and a member of one household 
obtained them from another. Both of the stores had ob- 
tained the chicks from the same hatchery, and a total of 


about 1,500 chicks was distributed. The chicks had been 
hatched on April 15 and distributed two days later. 

Investigation through cooperation of the Minnesota 
Live Stock Sanitary Board and the School of Veterinary 
Medicine revealed no trouble in the past with the hatch- 
ery. Serologic and bacteriological studies on 533 birds re- 
maining at the hatchery, from which some of the chicks 
involved were hatched, showed no evidence of Salmo- 
nella infection. It is of interest to note that the chicks, 
while awaiting distribution at the stores, were crowded 
and were fed with cereal intended, but unfit, for human 
consumption, as the packages were broken. Specimens 
from the intestinal contents of five chicks from four 
households were examined in the medical laboratories of 
the Minnesota department of health; from four of these 
S. typhimurium was isolated and from one, S. monte- 
video. No attempt was made to query all persons who 
might have received chicks from the store or to establish 
the total number of persons involved; however, informa- 
tion obtained on the known cases revealed that 29 out of 
52 persons exposed, as members of the households where 
illness was reported, had symptoms of gastroenteritis and 
probably had cases of salmonellosis. These 29 persons 
include the 12 who had proved cases. 


CLINICAL MANIFESTATIONS 

Salmonella infections are of two types, the gastroin- 
testinal type and the septicemic type. The first type, 
which is quite common in pediatric practice, presents 
symptoms of intestinal infection. The second type is 
quite rare. The symptoms are those of a severe septicemia 
that has not localized in any one area. The complications 
are septic localizations of the infecting organisms. In 
either type of the disease the symptoms may vary from 
subclinical to most severe and serious. All the cases of 
this particular outbreak were of the gastrointestinal type 
and presented signs and symptoms similar to the text- 
book version of the disease. The case material referred 
to in this section will be limited to four infants and two 
children seen by one of us (A. S. A.). In five of the six 
cases the onset of the disease was from four to six days 
after the chicks were brought into the home, although the 
incubation period is usually given as a few hours to three 
days after ingestion of the bacteria. The symptoms came 
on suddenly. All the patients had fever (temperature 
103 to 104 F), all had watery diarrhea, four had gross 
blood in the stools, and two had episodes of vomiting. 
Blood cell counts were done on five of the six patients; 


From the St. Louis Park Medical Center (Dr. Anderson); Director, 
Division of Medical Laboratories (Dr. Bauer), and Chief, Section of 
Communicable Diseases (Dr. Nelson), Minnesota State Board of Health. 

1. Feig, M.: Diarrhea, Dysentery, Food Poisoning, and Gastroenteritis: 
A Study of 926 Outbreaks and 49,879 Cases Reported to the United States 
Public Health Service (1945-1947), Am. J. Pub. Health 40:1372-1394, 1950. 

2. Biester, H. E., and Schwarte, L. H.: Diseases of Poultry, ed. 3, 
Ames, Iowa, Iowa State College Press, 1952, pp. 268-273. 
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two had normal white blood cell counts and three had 
white blood cell counts between 15,000 and 20,000 per 
cubic millimeter, with a moderate increase in the poly- 
morphonuclear cells. Except for marked toxic condi- 
tion, tachycardia, and irregular respirations in one case, 
very little was revealed by physical examination. Dura- 
tion of fever and severe diarrhea was from one to five 
days. 

Since there are approximately 222 known types of Sal- 
monella, exact diagnosis depends on the recovery of the 
organism from the patient. The organisms were recov- 
ered easily by stool culture during the acute phase, and 
this is generally true in most cases of Salmonella infec- 
tion. Blood cultures were not taken. They are occa- 
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Most patients have Salmonella in their stools for sev- 
eral weeks to several months after their initial acute 
attack. Holt and McIntosh * refer to Rubenstein and his 
co-workers “who showed that 54 percent of the patients, 
convalescent from Salmonella infections, excrete the or- 
ganisms in the fourth week and 10 percent as late as the 
twelfth week while 7 percent are still carriers after one 
year. Infants are more likely to remain carriers than 
older children.” In the past two years, one of us (A. S. A.) 
has observed several children who have remained carriers 
for several months after the acute illness, but in no in- 
stance has he seen a case of Salmonella infection that 
could be traced to one of these carriers. It has been felt 
that the use of chloramphenicol is not indicated in chil- 


sionally positive in severe cases of gastrointestinal type 
and almost invariably positive in the speticemic type. 
Determination of serum antibody titers was not done be- 


dren who have been carriers for less than a year. In all 
the cases of the 1954 Hennepin County epidemic there 
was complete recovery. Holt and McIntosh * quote 


TABLE 1.—Cases of Salmonellosis in Eleven Households * 


No. Ill 
in Each 
vulture House/ 
Total Source of 
Case Sex Age Onset Date Re sult Members Chick Laboratory Report 
igs eeeedsesseaves F 23 mo. 4/23/54 5/ 3/54 S. typhimurium re Store 1 S. typhimurium from intestinal 
5/27/54 S. typhimurium 1/4 contents of chick, 5/17/54 
6/15/54 S. typhimurium ‘an 
F 3 yr. 5/ 4/54 5/ 9/54 S. typhimurium 6/8 ». 
F 4/30/54 S. Store S. typhimurium from intestinal] 
5/ 9/54 Nega 2/4 contents of one chick, S. mon- 
tevideo from intestinal con- 
tents of other, 5/7/54 
M 6 mo, 4/23/54 4/25/54 S. typhimurium 3/4* Store 1* S. typhimurium 
contents ot chick, ; 
M 4 yr. 4/23/54 5/ 6/54 S. typhimurium 
F 2 yr. 5/ 4/54 5/14/54 S. typhimurium 3/4 
M 5 mo. 5/ 7/54 5/12/54 S. typhimurium 4/5 Store Chick died shortly before onset 
of symptoms in patient 
M 10 yr. 4/23/54 4/23/54 S. typhimurium 2/5 Store 1 typhimurium 
5/28/54 S. typhimurium contents of chiek, 5/5/54 
F 85 yr. 5/11/54 5/15/54 S. typhimurium 3/4 
5/ 6/54 S. typhimurium 3/4 
5/19/54 Negative 
M 4 mo. 4/30/54 5/ 2/54 S. typhimurium 1/6 wan 


* Cases 5 and 6 in same household. 


cause detectable antibodies are generally not present in 
all cases of salmonellosis; furthermore, it would be im- 
practicable to attempt antibody titer determinations for 
all possible types of Salmonella. 

Only one of these six patients was hospitalized. Peni- 
cillin was given to two patients and one of the tetra- 
cyclines to three. Neither penicillin nor the tetracyclines 
seemed to affect the course of the disease. Chlorampheni- 
col, 50 mg. per pound of body weight per day, in divided 
doses, dramatically stopped the progress of the disease 
in a 22-year-old girl who became progressively more ill 
over a period of five days. Chloramphenicol is the anti- 
biotic of choice and is indicated in severe cases; however, 
caution must be employed in using this drug because in 
rare instances it causes aplastic anemia. All six patients 
had severe diarrhea at the onset and were checked daily 
for dehydration and toxic condition. They were also 
treated by the usual dietary management and sympto- 
matic administration of antidiarrheal drugs. 


3. Holt, L. E., Jr., and McIntosh, R.: Pediatrics, ed. 12, New York, 
Appleton-Century-Crofts, Inc., 1953, p. 1,286. 


Siligman as reporting a case fatality rate of 2.5% in in- 
fants under one year of age and a rate of 1% in older 
children. It is to be expected that chloramphenicol would 
lower these rates. 

Concurrent with the illness of 6 patients with gastro- 
enteritis due to S. typhimurium, there were 11 other 
members of these patients’ families who had presumably 


TABLE 2.—A ge Distribution of Those Affected by 
Salmonella Outbreak 


No. 

Age, Yr. Affected No. Seen 


the same disease but were not sick enough to see a doc- 
tor. Table 2 shows the age distribution of the total 
number of sufferers from the Salmonella infection and 
the number of those who sought medical help in the six 
families seen by one of us (A. S. A.). Table 2 demon- 
strates that gastroenteritis caused by S. typhimurium is 
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usually so severe in infants less than one year of age that 
medical help will be sought. On the other hand, this dis- 
ease tends to be so mild in children over the age of 2 and 
in adults that medical help is only occasionally required. 

How do infants, who live in scrupulously clean cribs 
and seldom have anything go into their mouths that is not 
sterilized, ingest the droppings of chickens? The answer 
is found in the behavior of the 2 to 5-year-old. He han- 
dles, caresses, and torments his pets and frequently ex- 
plores with his fingers the oral orifice of his baby sibling. 
It may be mere chance, but we suspect it is not, that 
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every patient under one year of age who had S. typhi- 
murium had a sibling between the ages of 2 and 5 living 
in the same household. 


SUMMARY 
In an outbreak of salmonellosis involving at least 29 
persons, with 12 of the cases proved by stool culture, 
the probable source was Easter chicks. This calls at- 
tention to the potential hazard of distributing chicks, 
ducklings, and similar small poultry for household pets. 
4959 Excelsior Blvd. (16) (Dr. Anderson). 


FUTURE OF THE INTERNSHIP FROM THE STANDPOINT OF THE 
NONAFFILIATED HOSPITAL 


Ford K. Hick, M.D., Chicago 


This presentation is intended to reach into the future 
rather than to deal with the present years. All of us know 
we have to fight for house officers and find the going 
worse year by year. We find foreign-trained men only a 
partial solution. We find other ways of getting along 
without adequate house staff difficult to say the least. And 
so we are ourselves doing, increasingly, work formerly 
done by interns. To discuss these ideas I wish to state 
certain premises and then to leap into the future. These 
premises are: 1. We do not know how to operate hospi- 
tals without an adequate house staff. 2. The services ren- 
dered by interns and residents are of great value, and the 
stimulation they supply the staff is also valuable. 3. We 
must think of internships and residencies together, since 
men in either status thoughtfully do day-to-day work in 
the care of patients. 

And now to the future. As the teaching centers en- 
large each one seeks a higher percentage of its own 
graduates as house officers. Inevitably the competition 
for house officers increases and the small private hospital 
is squeezed the hardest. Perhaps it does not matter that 
one by one they give up the battle and cease to try to 
qualify for internship training. In the matter of pay for 
interns small hospitals are criticized for trying to get in- 
terns by generous pay, as it is held to “imply lack of good 
education program.” Are the teaching hospitals equally 
worried? I believe so, and I further believe their efforts 
to build up strong house staffs are aimed in part at estab- 
lishing a future safeguard for themselves. In years gone by 
many a private hospital had some advantage in supplying 
‘superior nursing service. Today, few can maintain a 
large nursing staff made up of older nurses accustomed 
to spending much time with individual patients. 

At present many a young physician wishes to have 
members of his own family transported even a long way 
to the hospital where he was trained or to a comparable 
one. It is implicit that a smaller hospital, or, to say it 
properly, one without a good house staff, cannot deliver 
the professional care he wishes his family to receive. A 
considerable number of nonmedical people do the same 
thing. This thinking sets the stage for an undesirable de- 
velopment in which the man in the street comes clearly 
to recognize two levels of hospital excellence. Such a de- 


velopment threatens to put more burdens on the “teach- 
ing hospitals” than they can bear without expansion. At 
the present time teaching hospitals are in the minority. 
They are the frosting on the cake. What will happen if 
everyone wishes to be cared for in them whenever illness 
strikes? As the teaching hospitals assume a progressively 
increasing importance they will be liable to lose a type 
of leadership they now enjoy. They will lose it because, 
as they supply more and more “service” to the com- 
munity, they will be increasingly burdened by outside 
pressure. In other words, whenever the standards of the 
nonteaching hospitals decline so that the teaching hos- 
pitals assume the major burden of the care of the sick, 
then the teaching hospitals become service agencies and 
so must be responsive to the needs of society at large. 

The teaching hospital needs to protect and to nurture 
its smaller neighbors for its own security. Frosting at 
least needs the cake. It is my hope that leadership in 
meeting the problem of maintaining house officers will 
come in part from the teaching hospitals. What means of 
supplying house officers to all the hospitals needing them 
can we imagine? First, any system of governmental medi- 
cine would find a simple solution. I have another sug- 
gestion, i. e., development of professional house officers. 
A hospital staff might employ young physicians to work 
as house officers. The attraction of a future practice in 
the community might get a few physicians to work, but 
this incentive will not supply enough help. Could not 
the pay be raised? Salaries of $6,000 or more might be 
had in some places. As the service function is to be 
placed foremost, salaries sufficient to attract men should 
not be frowned on. As these men do much for the staff 
it is reasonable to have staff men contribute to the fund 
from which their salaries are paid. 

A major adjustment to professional house officers 
would be in our own attitudes toward them. Perhaps the 
increasing role of physician anesthetists sets something 
of a pattern for this. They work almost entirely within the 
hospital and on patients of other men. They are appraised 
by their conferees as individuals and looked upon as col- 
leagues. True they render individually a bill for their 


Read before the 5ist Annual Congress on Medical Education and 
Licensure, Chicago, Feb. 7, 1955. 
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services, and we have no idea of permitting house officers 
to do that. A young physician might spend one year on 
such a house staff appointment and like it so well that he 
would wish to stay on for several years. I find no objec- 
tion at all to such a practice. Youth is not an essential in 
a house officer. A period of one to three years could con- 
stitute a splendid background for general practice, and 
under certain conditions some of the specialty boards 
might even approve such experience as training, although 
that is immaterial to the possible ways of getting enough 
men to work as house officers. A thoughtful man so em- 
ployed would learn much in such service whether board 
approved or not. Assistants to private physicians might 
appear to be a solution. In reality this requires that the 
physician-employer have enough volume and quality of 
material to interest a younger man. Common action by a 
hospital staff stands a better chance of success. Attempts 
to enlarge the general number of house officers in the na- 
tion would, I feel, be helped by dropping the requirement 
of internship for licensure. Almost anything that would 
enable the young doctor to get his license at an earlier age, 
in my opinion, would give him another year to follow his 
own career. Today he is not likely to enter private prac- 
tice without considerable hospital experience. 
Affiliation with a medical school is one way for a pri- 
vate hospital to become a teaching hospital and so to get 
a house staff. This arrangement may be feasible for a few 
hospitals located close to medical schools. There are ma- 
jor problems in carrying this out, however. The schools 
cannot permit their administrative officers and faculty to 
be spread out too far. Such a system can never be wide- 
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spread. Among the ways hospitals have gotten along 
without interns is by employment of medical students as 
externs for night and evening work. No one is happy 
about this. The schools think the students pick up bad 
habits of observation and study and incomplete knowl- 
edge. The hospital has them only part time and for 
limited responsibility. The extern could make more 
money per hour at other work. Another radically differ- 
ent approach would be to greatly increase the annual 
number of medical graduates. Thus a larger number of 
physicians would assure employability of house officers 
paid by training or in money. 

Use of procedures to make the intern’s time effective 
will develop inevitably. Stenographic help, expansion of 
laboratory personnel, employment of “treatment nurses,” 
methods of having part of the history taken by a clerk- 
typist, and development of forms for history taking all 
come to mind. 

There is no way now to make the present system work 
to the satisfaction of all who seek house officers. To 
stand any chance of success any change that is proposed 
should be boldly planned and implemented. Our danger, 
principally to the schools, is that we permit our lack of 
action to be itself an action perpetuating the present situa- 
tion and imposing a progressive “service” load on the 
schools. I therefore urge you to look upon such matters 
as proposed elimination of internship for licensure and 
larger salaries for house officers as solutions no more 
radical than are demanded by the present need for ade- 
quate house staff. 


25 E. Washington St. 


SIGNIFICANCE AND IMPORTANCE OF THE INTERNSHIP FROM THE 
STANDPOINT OF THE SPECIALTY BOARD 


David A. Boyd Jr., M.D., Rochester, Minn. 


It is my assignment to discuss the significance and im- 
portance of the period known as internship from the 
standpoint of the medical specialty board. It is custom- 
ary in allegedly literary productions for the author to deny 
the authenticity of either places, persons, or events con- 
tained in the account and to fix the responsibility wholly 
upon himself for anything that transpires after this sport- 
ing warning to the reader. In the present situation, it 
should be emphasized that the essayist is not speaking for 
the American Board of Psychiatry and Neurology, Inc., 
and cannot claim the following viewpoints as an official 
statement of policy of that board. It is even more neces- 
sary to emphasize that these statements are not author- 
ized by the other specialty boards, and it is quite possible 
that different boards would have ideas in sharp and in- 
cisive disagreement with the ones expressed here. How- 
ever, it is my belief that the general educational and 
philosophical principles underlying all medical education 
and all differing types of specialty training are in essen- 
tial agreement regardless of the particular field of interest 
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claimed by each specialty board. The basic educational 
process must of necessity be the important common de- 
nominator underlying all types of medical educational 
ventures. 

It is not only illogical but intellectually impossible to 
defend any category that consists of only a vague general- 
ization. The categories in the medical educational process 
known as “undergraduate medical education,” “‘intern- 
ship,” and “specialty training” are semantic generaliza- 
tions designed to mean all things to all people. To each 
user the category means, as words did to Tweedledum, 
just exactly what the user intends it to mean. Such cate- 
gories, when viewed in the light of the whole educational 
process, represent only crude and shifting boundaries 
that only mark off areas on the road that leads to compe- 
tent and complete specialization. The concept of intern- 
ship is only a convenient, but still a man-made, method of 
designating a certain part of this educational process, and, 
at present, it has so many sizes, shapes, and forms that 
it does not permit valid generalizations regarding its 
worth or uselessness. The disparate nature of various in- 
ternships and the many varied practices throughout the 
country leave a commentator in the position of the frus- 
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trated biologist who was never able to describe one of his 
most interesting specimens because after each observa- 
tion the organism changed into something else. 


MEDICAL EDUCATIONAL PROCESS 


It is far more valid and rewarding to examine the whole 
medical educational process leading to competency in a 
specialized field rather than to attempt to defend a quite 
artificial and vaguely defined category created for our 
own convenience in thinking. There is much to support 
the contention that the medical educational process 
means a progressive narrowing of the mental horizon, 
with ever-increasing focusing of attention and interest 
and with progressively increasing avoidance and neglect 
of ever greater areas of general knowledge and under- 
standing. It is somewhat germane to the present discus- 
sion to note that in the premedical course the wise stu- 
dent takes such courses as will enable him to cope suc- 
cessfully with the medical curriculum, even in spite of 
the urging of educators for a broader knowledge of the 
humanities and arts. In medical school there is accelera- 
tion of this preoccupation with an ever-narrowing seg- 
ment of the spectrum of knowledge. If the medical stu- 
dent has already decided upon a field of specialization, 
he may become exclusively preoccupied only with the 
area in which he hopes to specialize. 

For example, not long ago I was in the office of the 
administrator of a large university psychiatric institute. 
The administrator answered a telephone call, and his end 
of the conversation was made up largely of “yes, Dean” 
and “I understand perfectly, Dean,” finally terminating 
_ with an empurpled “well, we certainly do not condone 
such activities and hereafter he will be informed that he 
is not welcome at our conferences.” When he regained 
composure he explained that the conversation related to 
a medical student who in his junior year was continuing 
the pattern of his sophomore year, namely, cutting classes 
and demonstrations whenever possible to attend the 
seminars and conferences held at the psychiatric hospi- 
tal. He added with exasperation, “We have had a perfect 
rash of undergraduate medical students who are aiming 
only for an office practice in psychotherapy. To them the 
medical school curriculum and the internship are only 
tiresome barriers standing in their way as they attempt 
to progress toward their goal of an office practice in 
psychotherapy. Even in psychiatric residency they are 
not adequate because they evade all possible contact 
with major psychiatric disorders because these are not 
the type of patients that they will see in their office prac- 
tice.” 

It should not be necessary to expound concerning the 
even greater increasing of preoccupation and narrowing 
of interest of the trainee in a specialized residency train- 
ing program. In such a setting the trainee’s urge to be- 
come a successful specialist, his first exuberant and en- 
thusiastic search for applicable specialized material in 
his field, and the exigencies and vicissitudes of examina- 
tion and certification by the specialty boards—all of 
these lead him to an unwavering pursuit of highly spe- 
cialized knowledge and techniques with single-minded 
consecration toward gaining those techniques“and data 
that appear, at least to him, as directly applicable to his 
intended specialty practice. 
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THE TOTAL INDIVIDUAL 

Such an educational machine may end up by spewing 
forth a full-fledged specialist in his particular field of in- 
terest, but it is also likely to produce an individual who 
is something less than a complete physician and a com- 
plete person. Somewhere along this production line 
there should occur a period of reemphasis upon the na- 
ture and function of the total individual who is the pa- 
tient. The program of scholastically induced, progres- 
sively more tubular vision should encompass a period in 
which the peripheral visual fields are trained to see in a 
panoramic way, even though somewhat dimly. Between 
the years of medical school education and the years of 
highly specialized training there should be a period in 
which the embryo physician is again made to realize that 
he is dealing with total personalities operating in a highly 
complex social, cultural, and economic environment. 
There is no way that this can be brought home except by 
having him operate as a physician in general medicine 
with its unparalleled opportunities to see and understand 
somewhat the complexities of the total human being. The 
specialist is less than complete, however deeply he may 
see into his own field of medical interest, if he is com- 
pletely unable to see, even though somewhat dimly, all 
of the other aspects of the human being as a patient and 
as a member of a complicated environment. It is not 
important whether this period or part of the educational 
process is called internship, but it is important before 
specialization is undertaken that there occurs such a re- 
emphasis upon the totality of the human individual as he 
attempts to operate within the complexities of his en- 
vironment, culture, and relationships. 

But it is not enough that he be taken to the mountain 
top and given an opportunity only to see the panorama in 
all of its extensiveness. It is necessary that this oppor- 
tunity be provided, but only with the sharpening of vision 
that is given by responsibility for the management of 
these complex human problems under competent super- 
vision. In medical school years he observes the patient, 
sometimes with considerable intellectual interest, at other 
times with almost casual detachment. He records the 
history or watches an operation, but this represents a 
teaching exercise in which he does not bear responsibility 
for the outcome in any deep emotional sense aside from 
doing satisfactory classroom work. He may like the pa- 
tient, he may even wish him well, but the actual responsi- 
bility that should spur the intellect, sharpen the senses, 
and move him morally and deeply toward grasping the 
problem at hand, all of these are lacking in many clinical 
clerkships. 

An anecdote may emphasize this, although it is ad- 
mitted that the story is unfair and probably unkind. There 
is a type of psychotherapy called nondirective, in which 
the therapist acts as an observer and does not direct the 
patient's productions, usually only paraphrasing the pa- 
tient’s statements in a noncommittal fashion. It is stated 
that a depressed patient visited his therapist one day 
stating, “I feel awful,” to which the therapist said, “You 
must feel pretty bad.” Said the patient, “I feel bad enough 
to die,” and the therapist replied, “You seem to be quite 
depressed.” The patient eyed an open window and said, 
“I feel miserable enough to jump out of the window and 
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here I go.” Suiting action to words, he hurled himself 
through the open window, to the murmur of the therapist, 
“yep, there he goes.” 

The person’s sense of responsibility during the years of 
training for a specialty usually suffers from the same type 
of tubular vision mentioned above. The embryo trainee 
feels acutely responsible for the patient’s condition inso- 
far as it relates to his own fie!d of specialization but often 
with complete oblivion to the total physical and emo- 
tional needs of the patient. The total needs of the patient 
are too often lost as the trainee concentrates his interest 
and sense of responsibility only upon those areas of diffi- 
culty that lie within the confines of his own specialized 
interest. I was asked to see a patient in consultation some 
10 days after the patient had been struck in the face with 
a brick. The fractures of the bones of the face had re- 
ceived quite adequate attention, but on the 10th day after 
injury the patient showed manifestations that were in- 
terpreted as restlessness, uncooperativeness, and anxiety, 
and psychiatric consultation was requested. The possi- 
bility of concomitant intracranial damage had not been 
considered, and it was quite obvious to even the psychi- 
atric eye that the patient was dying from a subdural 
hematoma. As a matter of fact, he did die within the 
hour, but fortunately with his fractures in a state of per- 
fect alignment. 
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Therefore, to the plea noted above for the panoramic 
vision should be added the most important leaven of re- 
sponsibility for the total needs of the patient. A period 
intervening between the nonresponsible medical school 
years and the highly specialized responsibility of spe- 
cialty training should be utilized for the reemphasis of 
the totality of the person and the ingraining of attitudes 
in the physician concerning his moral responsibility for 
not only seeing but managing, or causing to have man- 
aged, all aspects of the patient’s life difficulty. This can 
be accomplished only if he has been trained to see them 
and it has been impressed upon him deeply that it is his 
moral obligation to see that these needs are met. 

Therefore, in reviewing the educational process end- 
ing in specialty certification, it would appear to me that, 
between medical school years and specialization, there 
should be a period of experience in recognizing and man- 
aging the total needs of the patient under supervision. If 
present-day internship provides this opportunity in a 
meaningful way, the internship is a necessity and should 
be retained at all costs. If the present-day internships do 
not provide such an opportunity, they should be modified 
at once so that these most important needs, so necessary 
to the development of the complete physician, are met 
fully and thoroughly. 


102 Second Ave., S.W. 


FUTURE OF THE INTERNSHIP FROM THE 


STANDPOINT OF THE 


GENERAL PRACTITIONER 


William B. Hildebrand, M.D., Menasha, Wis. 


From the presentation of the material and opinions 
presented here today by my distinguished predecessors, 
one receives the impression that there is no unanimity of 
opinion on the present status and future of the internship 
in the present scheme of medical education. This lack 
of unanimity can probably be traced to the wide diver- 
gencies of opinions concerning the purposes of an intern- 
ship. Others hold that it no longer serves any purpose 
and should be abandoned. 


FOUR VIEWPOINTS 

First of all, there are those who feel that the internship 
is merely a preparation for the beginning of a residency, 
and, as such, the internship should be a straight one 
rather than mixed or rotating. The proponents of this 
theory are, of course, men who limit their practices to 
a very narrow special field and who feel that, in their 
particular realm, a rotating or a mixed internship would 
be a waste of time. To those,who hold such views, the 
American Academy of General Practice, which I repre- 
sent, would say that the greater knowledge that a young 
physician can obtain of the entire patient as an entity, 
the better specialist he will be. Such training cannot be 
obtained in a straight internship. 

The second group presenting a negativistic opinion 
toward the internship constitutes a large group of medical 
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educators who feel that the internship no longer serves a 
useful purpose and should be discontinued. In 1934, 15 
medical schools required an internship as a prerequisite 
to graduation. In 1954, only two schools had this re- 
quirement. The change in requirement certainly stems 
from basic changes in the pattern of medical education. 
The system of bedside teaching through clinical clerk- 
ships in the last two years of medical school is practically 
universal, and thus, even before graduation, the student 
has become familiar with various hospital procedures and 
bedside techniques, formerly not obtained until the stu- 
dent had graduated. Another factor that creates doubt 
in the minds of many medical educators as to the value of 
an internship is the ever-increasing number of hospitals 
approved for internships with very questionable educa- 
tional value. To the proponents of’ these theories, I 
would answer that the mere removal of the internship 
from medical education would not solve anything but 
would only create more problems. 

The third group, and a group that I am afraid is rather 
large, are those who have no concern whatsoever with 
the educational value of the internship and contribute 
nothing to the intern’s education but are primarily in- 
terested in what the intern can do to help them in their 
private practices. For that group, the intern is expected 
to perform all of the chores in the hospital, including 
Starting infusions and transfusions, catheterizations, hold- 
ing retractors, watching the progress of obstetric patients, 
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and so forth—all being done for the benefit of the staff 
and of little value to the intern once these techniques 
have been learned. You and I know of many doctors and 
many hospitals whose attitude towards interns is what 
and how many services can be obtained from them. With 
the ever-increasing number of hospitals being admitted to 
the internship program, I hazard a guess that many of 
these fall into the above category and lack even the bare 
essentials for an approved internship. 

The fourth and last group, and one for which I speak, 
has always firmly advocated and supported the rotating 
internship as the first step in the graduate training of the 
young physician, especially those who plan to enter the 
field of general practice. Someone has said, and wisely 
so, that the essential purpose of the internship should be 
to gain practical experience for the young graduate in 
medical fields under competent supervision. 


PLANS FOR INTERNSHIP PROGRAMS 


Since there are many more internships than interns 
and most internships are rotating in character, the Ameri- 
can Academy of General Practice has been much more 
concerned with the undergraduate programs designed to 
interest and prepare students for careers in general prac- 
tice and with the training following internship rather than 
with the internship itself. However, it would seem, with 
100,000 of the 160,000 practicing physicians in the 
country, at the present, engaged in the general practice 
of medicine—and, if present trends can be taken as ac- 
curate, the ratio will be maintained for some period of 
time—and with so much of the medical care of today 
therefore being dispensed by general practitioners, that 
the internship problem is a problem for the entire profes- 
sion to solve, and it had better be accomplished with the 
thought of the general practitioner as paramount when a 
solution is reached. Some universal plan that will pro- 
vide the future general practitioner with the greatest pos- 
sible educational opportunities and privileges in the time 
allotted to him and that will provide better general medi- 
cal care in the long run must thereby be worked out by 
all concerned. 


May I then present in outline two possible plans that 
would seem to fit the above criteria, each somewhat dif- 
ferent but both accomplishing the same eventual purpose. 
Both are predicated on the theory that two years of super- 
vised hospital study is the absolute minimum required for 
the practice of medicine in any form. 


Five Year Program.—The first plan is not original, but 
it is the plan of Dr. Roscoe L. Pullen, who is now dean 
of the school of medicine of the University of Missouri. 
He feels that the fourth year of medical school should be 
placed on a 12 month basis, with a month of vacation for 
each student staggered throughout the year, the vacation 
to be assigned to the needs of the hospital. All fourth 
year students would be placed within the teaching hospi- 
tals on a full-time basis as junior interns or some other 
designation appropriate for their position. The students 
would be rotated through the major fields of internal 
medicine, surgery, gbstetrics, gynecology, and pediatrics. 
They would attend the outpatient department, the operat- 
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ing room, and the delivery service and in every sense fol- 
low through on the patients just as they would during the 
fifth or regular intern year. In view of the number of 
medical students now graduating, it would be possible to 
give them smaller patient ratios than are presently as- 
signed to interns. By this means they would be able to 
attend scheduled classes once or twice daily in the sub- 
jects that are usually taught during the fourth year of 
medical school; namely, dermatology, ophthalmology, 
otolaryngology, radiology, and so forth. It would seem 
desirable that the students either live within or near the 
hospital, be subject to call just as interns now are, and 
accept the responsibilities thereof. These matters would 
naturally need to be remanded to each teaching hospital 
to determine whether or not it could provide housing 
and other facilities. If the teaching hospital could not 
accept all the students at once, then affiliations should be 
completed between the medical school and the hospitals 
of its community in order to assist these hospitals with 
intern quotas. 

Then, in the fifth year, the graduate would enter the in- 
ternship proper, that is, the so-called senior internship, 
which should be a continuation of the fourth year insofar 
as curriculum planning is concerned; but the fifth year 
intern would now be permitted to enlarge his activities 
and responsibilities. A curriculum would be designed 
that would best prepare him for his ultimate objective, 
whether general practice or entrance into a specialty. The 
internship must be regarded as an important phase of 
medical education, and the intern should be accorded the 
consideration he deserves. 


Certainly, a great number of problems would immedi- 
ately arise if such a plan were introduced. First of all, 
the medicolegal requirements of each community would 
need to be taken into consideration. Undoubtedly, the 
fourth year student could not be expected to. take legal 
responsibility for any case involving possible litigation. 
Secondly, the issue of preceptorship would have to be 
entirely reconsidered. Thirdly, there would need to be a 
great change as far as the curriculum for the third and 
fourth years are concerned; this would then have to be 
integrated into the fourth and fifth years. Next, the ques- 
tion of assigning students to community hospitals not 
strongly affiliated with medical schools for part of their 
services would certainly have to be considered. 


Of course, there are objections to such a plan as this. 
The responsibility for internships would be relegated 
more and more to the medical schools, which, however, 
is really happening, because the trend in postgraduate 
education is to the effect that medical schools should ac- 
cept greater responsibility in all phases of medical edu- 
cation, including graduate medical education. This might 
mean that fewer hospitals would be approved for intern- 
ships and fewer vacancies arise, for the medical schools 
then could effect affiliation only with the hospitals con- 
trolled or influenced by them. However, this might be a 
good thing, because experience has shown that probably 
the most effective graduate medical teaching takes place 
in an academic atmosphere. There would be no possible 
solution to the shortage of interns in outlying commu- 
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nity hospitals under this plan. Whether the fifth year 
intern continued to take his training in his hospital or 
whether he would move to a hospital in a neighboring 
or distant community, as is now done in many instances, 
would also have to be taken into consideration. 

There are many problems that wouid have to be 
worked out in this proposal, but likewise the problems 
would arise in any fundamental change. Dr. Pullen, how- 
ever, believes—and his views are shared by many medi- 
cal educators—that such a program would, as he states, 
enrich the educational value of the fourth year of medi- 
cal education as well as the internship. It would cer- 
tainly enable the graduate to increase his clinical training, 
and that fact alone should justify consideration of this or 
any other suggestions for improvement of the internship. 


Two Year Internship.—The second of these propos- 
als stems from a recommendation made by the commis- 
sion on education of the American Academy of General 
Practice at its first meeting in 1947. This was that (1) 
all hospitals having internships, facilities, and train- 
ing programs provide special training for doctors plan- 
ning to do general practice; (2) the first year rotating in- 
ternship be continued; (3) a second year internship or 
residency be arranged to provide the following subjects 
or their equivalents: (a) three months of general surgery 
and fractures; (b) three months of medicine, including 
one month of contagious diseases; (c) three months of ob- 
stetrics and pediatrics; (d) three months elective of any 
of the following subjects: clinical psychiatry, gynecology, 
laboratory, x-ray, ear, nose, and throat, or urology; (4) 
the second year of the internship be recognized as a resi- 
dency in general practice and that a suitable certificate be 
presented the trainee for satisfactory completion of such 
training. At its 1950 annual assembly, the congress of 
delegates adopted the following resolution: 

Resolved, that this group is cognizant of the fact that services of 
interns are being dissipated in some hospitals because too much 
of their time is devoted to non-clinical activities and work that 
is not directly connected with the practice of medicine. To cor- 
rect this situation, the Committee on Education of the American 
Academy of General Practice suggests the following. That an 
attempt be made to evaluate smaller hospitals which need interns 
and residents with the idea of establishing qualified and helpful 
education to these men and allow them to participate actively 
in the work of general practitioners throughout the nation. The 
committee believes that the situation would be materially im- 
proved if the Council on Medical Education and Hospitals of 
the A. M. A. makes an effort to improve either general practice 


residencies or second year internships, whichever they are called, 
in smaller community hospitals. 


In the years following this early recommendation and 
this latter resolution, nothing has come upon the horizon 
to change the thinking behind it. Such a plan of two 
years’ training would have some objections. It would 
prolong the training of men not going into general prac- 
tice after the second year unless the second year intern 
or general practice resident would be given credit for 
the first year towards specialty board certification. There 
is certainly merit in advocating such a step, as it would 
place disease before the young doctor as a single disci- 
pline rather than the concept of disease in isolated tis- 
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sues, cells, or organs. Certainly, complete reevaluation 
of hospitals acceptable for the implementation of such a 
program would have to be undertaken. However, such 
has been done before and could be done again. 


Such a program would place increased teaching re- 
sponsibilities on the staff of nonteaching hospitals, be- 
cause such a program would require for implementation 
house beds now found in many community hospitals that 
are not engaged at the present in an internship program. 
There are just as many or more factors in favor of such 
a program. It would first of all provide hospitals with 
considerably more full-time medical assistance than is 
now available. Secondly, it would, if properly organized, 
provide the young doctor with worth-while experience in 
the practice of medicine. Third, such a plan would re- 
lieve, in part, the present shortage of interns. At the pres- 
ent time there are over 3,000 more approved internships 
than interns available. Fourth, it would , as stated above, 
give the future specialist a concept of an over-all picture 
of disease as it affects all parts of the body, a concept not 
now found in straight internships or residencies in spe- 
cialties. Such participation of future specialists might be 
contingent upon whether or not specialty boards gave 
credit for the second year of internship or general resi- 
dency, whatever it would be called. Lastly, it would re- 
sult in a higher level of general medical care, for it is 
axiomatic that the greater amount of training given to a 
young graduate, the better he will be able to diagnose 
and manage disease in his private practice. 


SUMMARY 


A certain anthropologist recently in a lecture implied 
that an internship in the practice of medicine was similar 
to customs in primitive tribal behavior where the initiate, 
previously callow and uninformed, was introduced to the 
facts of life in a rather crude, if not vulgar, experience and 
that certain barbarities persisted in the ceremony, includ- 
ing humiliation and even pain for the initiate. Certainly, 
rather than such an appraisal of an internship, there is 
one that is to be greatly preferred and that is a description 
given by the beloved author of “Confessio Medic.” He 
states: 


Great hospitals are something more than blocks of buildings 
where patients are doctored and students and nurses taught. I 
do believe in the spirit of the place. To me the Genius Loci is 
really there and the Religio Discipuli, The student’s obedience 
to the spirit of hospital life, is a very important part of his edu- 
cation; or, will anyone say that the Genius Loci is all nonsense 
and that a great hospital is only a big machine? My answer is 
that I know what I am talking about. Sickness as Lucretius says 
of impending death, shows us things as they are. The mask is 
torn off. The facts remain. That is the spiritual method of the 
hospital. It makes use of sickness to show us things as they are. 
To a young man of good disposition, this plunge into the actual 
flood of lives is a fine experience. 


Certainly, the internship is a natural transition into the 
responsibilities of residency and of practice. Let us keep 
it, but let us enlarge it and let us make jt better. 
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FUTURE OF THE INTERNSHIP FROM THE STANDPOINT OF THE 
STATE LICENSING BOARD 


Stiles D. Ezell, M.D., Albany, N. Y. 


The initial reaction of the licensing boards to a pro- 
posal to abolish internships would be one of opposition. 
It is a long-standing opinion that the internship provides 
a period of experience involving responsibility at a level 
higher than the clinical clerkships, and, assuming the ex- 
perience is properly supervised, the internship represents 
the terminal point of interest in the education and train- 
ing of the great majority of recent medical graduates 
insofar as licensure requirements are concerned. Al- 
though modern medical education may have narrowed to 
some extent the gap between the purposes of educational 
and licensing examinations, it is important to recognize 
that a certain differentiation still exists. Very broadly, 
this represents the contrast of factual knowledge and the 
use of judgment as applied to fitness for practice. It has 
been the traditional attitude of those states requiring an 
internship, and perhaps the same for those not requiring 
it, that the internship experience contributes a certain de- 
gree of maturity and fitness not to be expected at the date 
of graduation. 

It might be expected that the rotating internship would 
come closest to meeting the requirements of the licensing 
board, since its examination normally covers all major 
branches of medicine. As a matter of fact, there is no 
uniformity in the present group of 27 states requiring an 
“internship prior to licensure. Only 11 require a rotating 
service. Residency training or actual practice may be 
substituted in other states. These facts would only lend 
meager support for the internship as such, but there is 
the added fact that, according to the 1953 report of the 
Council on Medical Education, more than 99% of all 
American graduates do take an internship. Hence, from 
the viewpoint of the medical graduate, there appears to 
exist a reason for serving an internship. It is doubtful if 
the policy of the national board in requiring an intern- 
ship would influence 99% of American graduates. 

If an attempt were made to explain the lack of uni- 
formity in the various states as to the requirement of in- 
ternship, several confusing opinions might emerge. The 
21 states not requiring an internship may simply take it 
for granted that 99% of graduates will continue to take 
an internship, or that the 1% who do not is insignificant. 
It may be their attitude that the medical schools prop- 
erly train a man to practice medicine and that an intern- 
ship does not provide any appreciable educational or 
training experience beyond graduation. On the otker 
hand, it may be that the requirement of internship goes 
back in origin to the time when there was quite some un- 
certainty as to the quality of education in some medical 
schools; or, it might be aimed at the 1% of graduates who 
would not take an internship. 

Perhaps the more accurate answer to the apparent 
lack of uniformity in the attitude of the licensing boards 
on the internship question is that they have not properly 
evaluated its position in modern medical education. In 


terms of the broad intimations of the first World Confer- 
ence on Medical Education, the internship represents the 
initial phase of continuation education. Thus, it serves 
not only as a supplement to basic undergraduate educa- 
tion but also as an essential introduction to postgraduate 
education. It may well be that the solution of the intern- 
ship problem will depend upon acceptance of the concept 
that the internship is both an educational and an essen- 
tial experience. 

No licensing authorities could find fault with this idea, 
though some of them may be confused by the present 
status of the internship. The apparent inability to adjust 
rapid rotation to continuation education detracts from its 
value in much the same way the development of clinical 
clerkships and residency training overshadows its im- 
portance. Some of the boards may contribute to the con- 
fusion by failure to recognize the internship as an essen- 
tial experience. Some may think of it only as a hospital 
service, and some may not differentiate between educa- 
tion, experience, and service. 


APPRAISAL 


In a more critical appraisal, the licensing boards may 
properly ask whether the internship is now a satisfactory 
period of training and experience. whether the general 
supervision of interns by the resident staff is an accepta- 
ble substitute for the attending staff, whether internships 
and residencies should not be entirely separate services, 
and whether the approval of internships should not be 
more critically approached. 

Those of us in licensure who have to deal with prob- 
lems involving hospital training and experience in terms 
of supplementary educational value consider there are 
two primary reasons for the present status of the intern- 
ship: 1. The development of efficient clinical clerkships 
has moved much of the purpose and value of the intern- 
ship back into the medical school. 2. A large number of 
approved internships do not provide a satisfactory edu- 
cational or training experience. If the licensing boards 
are to continue their interest in maintaining high stand- 
ards in licensure, it is essential that they maintain an 
active interest in the initial hospital experience of the re- 
cent medical graduate. Hence, they have an interest in 
the quality of the internship. The viewpoint of licensure 
is that the minimum concept of the internship demands 
that the examinee demonstrate a certain level of compe- 
tence in definitive diagnosis and treatment. 

No representative of licensure could avoid the prob- 
lem of the foreign graduate as applied to hospital experi- 
ence. For many of those graduates, the internship may be 
the first actual contact with patients. It should be for this 
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group both an educational and a training experience. 
Their first year should be restricted to hospitals capable 
of providing educational training, and there should be a 
definite fixed ratio of American graduates in every in- 
ternship program accepting them. At the present time, 
no definite educational quality can be credited to the in- 
ternship of the foreign graduate in any hospitals, except 
in rare instances. The one year rotating internship is 
grossly inadequate for the major needs of this group, in 
both orientation and patient management. Certainly this 
is a group that should not be rapidly rotated, and the ideal 
service would be a well-supervised rotating service of two 
years, unless there has been a period of formal education 
preceding. The internship for this group should repre- 
sent a level of supervision comparable to the clinical 
clerkship. 


J.A.M.A., July 30, 1955 


SUMMARY 

Licensure’s only logical attitude toward the internship 
is one of vigorous defense. The internship, as either an 
educational or a training experience, represents an im- 
portant phase of the area of medical education involved 
in the licensing examination. The interest of licensure in 
hospital experience extends to the level of definitive diag- 
nosis and treatment. The problem of the foreign graduate 
should not be overlooked. As viewed by licensure boards, 
one of the three major components of modern medical 
education, namely, initial continuation education as rep- 
resented by the internship, is in urgent need of reconsid- 
eration. For the large group of graduates who come from 
outside the United States and Canada, the internship is a 
necessity. 


23 S. Pearl St. (7). 


FUTURE OF THE INTERNSHIP FROM THE STANDPOINT OF THE 
MEDICAL SCHOOL 


John McK. Mitchell, M.D., Philadelphia 


It has been suggested that the internship as a separate 
phase of medical education should be discarded and that 
the experience gained during this period should be di- 
vided between the clinical clerkship on one side and resi- 
dency training on the other. At one time, the internship 
provided not only the first contact with patients but also 
the final step in preparation for practice. Little wonder 
then that it came to be regarded with high esteem. How- 
ever, as the clinical clerkship was introduced into medical 
school teaching, it gradually evolved into training that 
closely simulated that which the intern had received in at 
least the earlier months of his service. Then, with the de- 
velopment of residency training programs in preparation 
for specialty practice, the resident began to assume some 
of the responsibility for the care of patients formerly as- 
signed to the intern. Thus, the internship lost much of its 
earlier glory as the alpha and omega of formal clinical 
training. 

PROBLEMS OF INTERNSHIP 

It will be freely admitted by all who are familiar with 
the modern internship that it has many faults and that 
some of these faults result from pressure of the clinical 
clerk below and the resident above. This situation is gen- 
erally considered to result in too much supervision, 
too little responsibility, and insufficient work with pa- 
tients. In answer to these assumptions, however, 
we have available the results of a questionnaire on 
the internship submitted by an advisory committee 
of the Council on Medical Education and Hospitals 
to graduates of the 1937 and 1947 classes. Considering 
the latter class only, as closer to the present, the fol- 
lowing results should be noted: 1. Eighty-eight and nine- 
tenths per cent thought that the presence of a residency 
training program in their hospital had improved the value 


Dean and Professor of Pediatrics, University of Pennsylvania School 
of Medicine. 

Read at the Sist Annual Congress on Medical Education and Licen- 
sure, Chicago, Feb. 7, 1955. 


of the internship, against 4.9% who felt that it had de- 
tracted. 2. Seventy-two and eight-tenths per cent be- 
lieved that the presence of clinical clerks improved the 
internship, while only 1.2% considered it detrimental. 
3. Seven hundred eighty-eight checked lack of super- 
vision as a major defect in their internship, as opposed to 
684 for lack of responsibility. 4. Seven hundred forty-two 
thought their patient load too heavy, while only 71 con- 
sidered it too light. 5. Lack of supervision and too heavy 
patient load stood first and second as faults, while lack of 
responsibility and insufficient patient load stood 4th and 
15th respectively. This evidence indicates strongly that 
the squeeze on the intern from clerk and resident is not 
the sole or, indeed, the major defect in the internship. It 
is my belief that it has become the main whipping post 
for the ills of the internship merely because it is the most 
obvious one. 

The internship does, nevertheless, present a vexing 
problem, as is attested by the number of committees 
charged with studying it and by the attention devoted to it 
in articles and meetings. The proposal that the internship 
should be given up and its duties divided between the 
clerkship and the residency would appear, at first glance, 
to represent an easy and practical solution to these prob- 
lems. It is my own belief that this plan is neither easy nor 
practicable, and that, on the contrary, the internship is: 
(1) anecessary and integral step in the progression from 
student to practitioner, (2) now in its proper place, and 
(3) can actually be discarded in name only. 


STEPS IN MEDICAL EDUCATION 

In order that the exact place of the internship in the 
American plan of medical education may be clearly un- 
derstood, a brief résumé of the successive steps in that 
process may be helpful. The first or premedical period 
consists of general education in college, with the inclusion 
of certain prescribed courses necessary as forerunners to 
medical education proper. The next step consists of medi- 
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cal school training and is subdivided into two relatively 

equal periods, one devoted to the study of basic science 
_ material and the other to clinical training, generally re- 
ferred to as the clinical clerkship. The third step of gradu- 
ate education or hospital training is likewise subdivided 
into two periods, though they are usually unequal in dura- 
tion, the internship and residency training. Three of 
these subdivisions, the clerkship, the internship, and the 
residency, should be examined more closely with refer- 
ence to the result if the internship is discarded and merged 
with the other two. 

The Clinical Clerkship.—The clerkship represents the 
first step in the application of basic science knowledge to 
the care of patients. It now occupies the last two years of 
medical school and is divided roughly as follows: (1) in- 
patient clerkships in medicine, surgery, obstetrics-gyne- 
cology, pediatrics, and psychiatry; (2) outpatient experi- 
ence in the above services and in the various medical and 
surgical specialties; (3) preventive medicine and public 
health, often through home care and similar plans; (4) 
electives; (5) research; (6) clinics, conferences, and lec- 
tures to supplement the above experience and tie it in 
with the appropriate basic science background. 

The Internship.—In one sense, the internship is merely 
a name for the first year of graduate or hospital training. 
It represents that period when the studefht becomes a 
physician, when his primary duty is responsibility for the 
care of the patient, when reading and attendance at con- 
ferences, clinics, lectures, and other educational experi- 
ences must ever be sacrificed to the call of the operating 
room, the demands of the emergency or admitting ward, 
and the needs of patients. While the internship is an edu- 
cational experience, nevertheless, the emphasis must in- 
evitably be placed on service to the patient, for that is 
the very reason for the existence of the hospital, and the 
intern is the servant of the hospital. The internship repre- 
sents a step that must be taken and, when properly de- 
signed, merges very nicely into the next step, that of resi- 
dency training. 

The Residency.—A well-planned residency training 
program picks up where the internship ends, and, through 
graduated responsibility for the care of patients and the 
acquisition of skill in the performance of technical pro- 
cedures, brings the resident to a point where he can be 
certified as having acquired the training and experience 
necessary to the practice of a given specialty. 


THE PLAN TO DISCARD THE INTERNSHIP - 

Effect on the Clerkship.—There are vital differences 
between the duties and responsibilities of the clerk and 
the intern. As stressed above, the first duty of the intern 
is to the patient, and this must be so. While it is very 
important that the clerk should feel responsible for fol- 
lowing every event in the progress of his patient through- 
out his hospital course, and in many instances he may and 
does miss other assignments because of this, nevertheless, 
if by participating in these other activities he fails to be 
present at some crucial moment in the patient’s illness, 
the loss is only to the student, for he is not directly re- 
sponsible for the treatment of the patient. On the con- 
trary, the intern or his relief must be on the scene 24 
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hours a day, seven days a week, 52 weeks a year. It is 
simply impossible for anyone to fulfill this service obliga- 
tion and at the same time meet the demands of medical 
school education, one or the other will suffer seriously; 
and, since the patient cannot be neglected, it is quite 
clear that it is the medical school work that would suffer 
most. 

When the third year clinical clerk goes on the ward on 
any service, he is totally unprepared to assume the re- 
sponsibilities now rightfully delegated to the intern, for 
his training has not brought him to this point. It be- 
comes clear then that the student must spend his third 
year as an inpatient clinical clerk, in order that he may 
be equipped to undertake many of the responsibilities 
now belonging to the intern. It follows that the clerk- 
intern work must then be concentrated in the fourth year. 
In order to do this work properly, under the specifica- 
tions laid down above, the student would have no time 
for the other activities now ordinarily assigned to the 
fourth year, namely: (1) a summer period that offers an 
opportunity for many experiences valuable to the even- 
tual development of the physician, such as preceptorships 
with practicing physicians, research, junior internships 
in rural and specialized hospitals, industrial medicine, 
public health work, and special clerkships; (2) outpa- 
tient experience, which gives the student a practical in- 
troduction to a side of medical practice he does not see 
in the hospital (included in this is his first real training 
in the many medical and surgical specialties); (3) elec- 
tives, which may encompass a wide variety of subjects; 
(4) research under the close supervision of a skilled in- 
vestigator; (5) refresher and correlation work in the basic 
sciences; (6) home care plans; and (7) time for reading 
and study. 

We must face squarely the practical aspects of this 
plan to do away with the internship as a separate phase 
of training. These so-called clinical clerks with intern 
duties would be under the residents. Human nature being 
what it is, the residents would unquestionably load on 
them the things they do not want to do themselves, and 
these would be the time-consuming chores offering the 
least medical return to the doer. One of the defects of 
the present internship stems from this very procedure, 
and it will not be cured by moving the internship into 
the fourth year of medical school. 


In the final analysis, this plan of integration will result 
not in discarding the internship but in abolishing the fourth 
year of medical school. I, for one, am not willing to pay 
this price, for the gains are infinitesimal when compared 
with the losses. Further, having accomplished this, we 
would te right back where we are now so far as the in- 
ternship is concerned, while we would be trying to crowd 
the present four years of medical school into three years. 
The clinical services in the hospitals would almost cer- 
tainly be dissatisfied with the training of this new breed 
of interns and would press for more clinical training in 
the first two years of medical school. Even now, basic 
science teachers are troubled by the encroachment of 
clinical work on their time; to shorten it further would, in 
my opinion, be a grave mistake. 
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Effect on the Residency.—Let us assume for the mo- 
ment that the proposed plan was adopted, while the 
fourth year in medical school was retained with certain 
modifications. In this case, the new graduate would enter 
directly on his residency duties, meaning, in the vast ma- 
jority of cases, his specialty training. Is this not exactly 
what he does now in a straight internship, for, though 
called an intern, he is actually starting his specialty train- 
ing. Hence, this plan to discard the internship is in reality 
merely a plan to do away with the rotating internship. 
Referring again to the questionnaire filled by graduates 
of the class of 1947, we find the following answers: 
1. Eighty-four per cent had taken a rotating internship, 
against 10.9% in straight services. 2. Of those who took 
a rotating service, 93.5% would do so again if they had 
a free choice. 3. Even more significantly, of those who 
had straight internships, only 60% indicated that they 
would take the same service again, while 36% declared 
that they would shift to a rotating service. It is my strong 
conviction that the rotating internship is too valuable a 
portion of medical training to surrender, and that con- 
viction is strongly supported by the above figures. 


J.A.M.A., July 30, 1955 


CONCLUSIONS 

Therefore, it is my conclusion that the internship does 
have a very real place in modern medical education and 
that it is now where it belongs, the first year of hospital 
training after leaving medical school. Call it what you will 
—internship, first year residency, junior residency, as- 
sistant residency—it remains the first year of hospital 
training. However viewed, there must be a first year of 
such training, and so one can actually do away with the 
internship in name only. There may be some medical 
schools in which the fourth year is so weak that it could be 
replaced with internship work without too much loss, but 
these are the exception, not the rule. There may be in- 
ternships in which the level of training is not as high as 
that received by many students during their clerkship. 
The solution to these problems lies not in abandoning the 
fourth year or the internship but in having those medical 
schools review and improve their senior year, while the 
hospitals design their internship to fit the present level of 
training of medical school graduates. 
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DOES THE INTERNSHIP HAVE A PLACE IN MODERN MEDICAL EDUCATION? 


Edward H. Leveroos, M.D., Chicago 


In view of the development of well-organized and ef- 
fectively conducted junior and senior clerkships in the 
majority of medical schools throughout the country and 
the marked expansion of the residency program, both in 
medical school—connected and nonaffiliated hospitals, the 
concept of the internship as a separate and distinct phase 
in medical education is difficult to justify, except per- 
haps as a matter of tradition. There is little question that 
responsibilities and duties formerly those of the intern 
have been increasingly delegated, on the one hand, to 
medical clerks and, on the other, to residents in the uni- 
versity hospitals and to the resident staff in nonaffiliated 
institutions. 

There are still some areas that have been and remain 
the traditional province of the internship. These include 
indoctrination in the less technical yet highly important 
human relations aspects of the practice of medicine, as 
well as instruction in certain techniques and procedures 
ordinarily taught during the internship year. Considering 
the time and expense involved in the education and train- 
ing of a doctor and the returns of the internship year in 
terms of adding to his professional knowledge, or of pro- 
viding medical service to the community, however, it is 
at least open to question whether or not such a year any 
longer should be required. If, in fact, the period of intern 
training cannot be defended in terms of adequate return 
to the young physician, a premise that is open to ques- 
tion, then the internship should be considered an anach- 
ronism and, as such, abolished. In the considered opinion 
of many educators, medical and nonmedical, the intern- 
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ship no longer serves an essential purpose, and conse- 
quently it should be integrated into medical education 
and training at the undergraduate and residency levels. 


CONSIDERATION OF THE PROBLEM 


The following points are germane to any consideration 
of the problem. 

Clerkships.—The training and educational content of 
junior and senior clerkships will necessarily have to be 
broadened in many instances to furnish the graduate with 
the background that will enable him to assume greater 
responsibilities on completion of the undergraduate cur- 
riculum. Clerkships in a number of schools have already 
reached the point at which the responsibilities of the 
senior clerk vary little if at all from those ordinarily 
delegated to the intern. A further expansion of the scope 
of the clerkship is a necessary prerequisite to the elimina- 
tion of the internship. 

Licensure Requirements.—The completion of a year 
of internship is a requirement for licensure in a number 
of states. Acceptance by the examining boards of these 
states of a year of hospital (residency) training in lieu 
of the internship will be a necessary step in the elimina- 
tion of the internship as such. 

Residency Training —A majority of the examining 
boards in the medical specialties either require or recom- 
mend a year of internship as a prerequisite to residency 
training. With the internship eliminated, some boards 
may find it necessary to increase their training require- 
ments either by broadening the base of experience in the 
first year of residency or by the actual addition of an- 
other year of training in the specialty. With clinical clerk- 
ships developed to a high level, it should be possible in 
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most specialties to provide for a direct transition from 
undergraduate to graduate (residency) status without 
the need of any preliminary period of orientation. The 
exact course to be followed can only be determined by 
studying of the question as it relates to each specialty. 

Hospital A ppointments.—Appointments to the major- 
ity of first year internships are presently made through 
the National Intern Matching Plan, as sponsored by 
various professional and hospital groups, including the 
American Medical Association. The same matching pro- 
cedure can be followed in making house staff appoint- 
ments to first year residencies. The elimination of the in- 
ternship would not then affect the present matching pro- 
cedure but rather would result in a change in the plan to 
apply to residency or other first year house staff appoint- 
ments rather than internships. 

Graduate Training for General Practice. —A major ob- 
jective of the internship in the past has been to provide 
an educational experience in preparation for the general 
practice of medicine. It has been the opinion of the Coun- 
cil on Medical Education and Hospitals, furthermore, 
that a minimum of two years of hospital experience is 
necessary for the present-day practice of medicine. 
A program of training designed to meet the needs of 
graduates planning to enter general practice will neces- 
sarily, therefore, have to be developed if the internship 
is eliminated. The content and scope of such a program 
will require thoughtful consideration if the future family 
doctor is to have a background of graduate education and 
supervised experience equal to his responsibilities. 

There is some justification for considering the develop- 
ment of two types of residency programs for general prac- 
tice: one, a period of basic residency training in such 
fields as medicine, pediatrics, and obstetrics; and, sec- 
ondly, an advanced period of training to include general 
surgery and some of the surgical specialties such as op- 
erative gynecology, orthopedic surgery—particularly 
fractures—urology, and perhaps others. The length of 
these programs should be of sufficient duration to give 
the resident sound fundamental training in the divisions 
of medicine in which he plans to practice. 

Military Service —Under the present law governing 
military service, a physician subject to call is ordinarily 
deferred for the period of his intern training only. The 
principle of deferment for completion of a year of hos- 
pital experience can be applied with equal force to first 
year residencies with the elimination of the internship. 
With the needs of the military services for physicians 
trained at different levels, it might in fact simplify the 
procurement procedure if deferment were granted in 
terms of years of hospital experience rather than on an 
artificial division of internship and residency training. 

House Staff Terminology.—For purpose of clarity, 
some standardization of designation for members of a 
hospital house staff would seem to be desirable. Such a 
system should be simple and rather generally applicable. 
One such would be: 


Level Designation 

Resident 
Senior resident 
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Obviously some variations in this terminology would be 
necessary, particularly in those specialties in which train- 
ing is ordinarily of less than three years’ duration, e. g., 
pediatrics, in which the first year resident might properly 
be designated as the “assistant resident” and the second 
year man as “resident.” 


House Officerships.—At the present time there are 
more than 5,500 hospitals that are not approved for 
either internship or residency training. In addition, a 
number of hospitals that have been approved fail to at- 
tract a house staff. With the internship eliminated, it is 
evident that some hospitals now approved for intern 
training will not be in a position to qualify for approval at 
the residency level. The question arises as to what this 
large group of hospitals can do to provide the essential 
services ordinarily performed by members of the intern- 
resident staff. The suggestion that these hospitals appoint 
full-time house officers on a salary basis has been ad- 
vanced. Appointments of this nature, of course, have 
been and are being made in a number of hospitals 
throughout the country. In many of these hospitals, how- 
ever, a Clear differentiation between service and educa- 
tion has not been made. Appointments are offered under 
the guise of providing an educational experience when, in 
fact, the training aspects are negligible or nonexistent. 

A forthright recognition of such appointments as serv- 
ice assignments would, I believe, be salutary. It is prob- 
able that an appreciable number of young graduates 
would seek such appointments, recognizing the fact that 
the educational returns were incidental, if the salary 
levels were adequate. Thus, a young physician on com- 
pleting his military service or perhaps a year or two of 
residency training might want to build up his financial 
position by taking an appointment of this nature with the 
thought of establishing a practice in the community or 
deciding on his future course. A criticism of this ap- 
proach can be made in that such arrangements in effect 
encourage the practice of medicine by hospitals. This 
argument is somewhat specious, however, since a num- 
ber of hospitals have been making such appointments for 
many years, with no evidence that they encroach on the 
practice of medicine in the community. 

As a further safeguard, however, I would like to offer 
the suggestion that it might be considered advisable, if 
not more equitable, that the medical staff of the hospital 
contribute directly to an educational fund over which 
they, the staff, rather than the hospital, would exercise 
control. The resident’s salaries might well be paid en- 
tirely from this fund, while the hospital would provide 
the resident with board, room, laundry, and the usual 
perquisites. Such an arrangement would recognize the 
fact that the medical staff is the primary beneficiary in 
having a house officer on duty and further, that the medi- 
cal staff and not the hospital exercises primary responsi- 
bility for the house officer’s work in the hospital. 

There are several other methods that have been uti- 
lized in providing essential services without a house staff. 
They are outside the scope of this discussion, however, 
since they are essentially methods for assigning responsi- 
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bility on same type of rotation basis to members of the 
active and courtesy staffs rather than to residents or 
house officers. 


PROCESS AND EFFECTS OF CHANGE 


It is axiomatic that a fundamental change of this na- 
ture involving medical education at all levels should be 
adopted only after thorough discussion and careful plan- 
ning, with a long enough period before becoming effec- 
tive to allow for an orderly adjustment by all groups con- 
cerned. A five year transitional period should be long 
enough to permit of a reorientation from the present 
status to one in which the internship has been eliminated 
with a minimum of disruption to present house staff pro- 
grams. While the primary consideration in the adoption 
of this policy is the value of the internship as presently 
organized in terms of return to the young graduate, an 
important factor in its consideration should be the con- 
sequent reduction of the time spent in the formal educa- 
tion of the doctor. If the internship is abolished without a 
commensurate increase in residency training require- 
ments in most if not all specialties, a significant savings in 
“man years” will have been achieved. The reduction in 
time spent in preparing for practice will have the effect 
of adding to the physician population several thousand 
additional doctors, the number depending upon such in- 
creases as may be made in other training requirements, 
particularly those of the examining boards in the medical 
specialties. 

It can be further pointed out that the adoption of the 
proposed policy will mean that the majority of physicians 
will spend an added year in professional service at a fully 
or partially trained level rather than as an intern. All 
of these factors lend support to the position that the 
internship should be abolished, assuming that the basic 
contention is sound, i. e., the internship no longer pro- 
vides sufficiently advanced educational opportunities and 
experience to justify its continuation as a separate and 
distinct phase of medical education. 
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Venereal Disease Is Still with Us.—As the first skirmishes 
against syphilis appeared won, a sense of false security developed, 
even among physicians; and in 1950 Congress began drastic cuts 
in the funds necessary to sustain the essential activities of the 
program. . . . As a result of premature de-emphasis, 34 state 
health departments now consider their venereal disease funds 
insufficient to permit effective case-finding and to insure a con- 
tinual fall in rates. Supporting their belief is the fact that during 
1954, 20 states experienced a rise in reported syphilis rates and 
36 a rise in gonorrhea. Preliminary evidence suggests increases 
in additional states during 1955. . . . The optimistic belief that 
penicillin alone can erase venereal diseases needs to be dispelled. 
Case-finding and case-holding activities must be the duty of all 
who undertake the responsibility of managing venereal disease. 
The doctor who treats cases and investigates source and con- 
tacts, or refers them to the health department, promptly con- 
tributes to better control. The doctor who treats cases but 
neglects source and contacts breaks a significant link in the 
chain of infection and does a disservice to the individuals har- 
boring unknown disease —A. L. Van Duser, M.D., Venereal 
Disease Is Still with Us, Wisconsin Medical Journal, May, 1955. 


J.A.M.A., July 30, 1955 


CLINICAL NOTES 


UNILATERAL TRIPLICATION OF THE URETER 


REPORT OF A PATIENT WITH THREE 
RENAL PELVES AND THREE 
URETERAL ORIFICES 


Herbert B. Wright, M.D. 


and 


Donald J. McFarlane, M.D., Cleveland 


The frequency of the recognition of anomalies of the 
kidney and ureter has greatly increased with the diagnos- 
tic aids at the disposal of the present-day physician. 
Unilateral triplication of the ureter is one of the least 
common of these anomalies. Before discussing the inci- 
dence and presenting a survey of the literature, a defini- 
tion of true triplication of the ureter is necessary. Too 
often this entity has been confused with “trifid ureters” 
and “triplicate fused ureters.” In attempting to use a 
single phrase to describe the unilateral occurrence of 
three ureters, each connected with its own pelvis in the 
kidney and having its own ureteral orifice in the bladder, 
we had been using the term “complete” triplication of 
the ureter. Narath ‘ correctly called our attention to the 
fact that the words “complete triplication of ureters” 
were not descriptive of the abnormality we had in mind. 
As an example, he stated that the term “complete” single 
ureter does not necessarily connote the existence of its 
renal pelvis nor describe the location of its orifice. He 
argued that one may speak of duplication, triplication, 
or quadruplication (Campbell Begg) but none of these 
succinct terms define whether or not each of these ureters 
have its own renal pelvis and its own ureteral orifice. The 
condition that we wish to discuss is the unilateral exist- 
ence of three ureters each with its own renal pelvis and 
its own ureteral orifice in the bladder. 


INCIDENCE 


A review of the literature reveals four cases of so-called 
triplication of the ureter, one each reported by Lau and 
Henline (1931),? Chwalla (1935),* Burt, Lane, and 
Hamilton (1941),* and Woodruff (1941).° However, 
only the latter case meets our definition of the require- 
ments of true triplication (Narath °). Lane and Hamil- 
ton’s case comes very near to meeting the definition, but 
in their case one of the three ureters emptied through an 
orifice into the vulva instead of the bladder. 


From St. Vincent Charity Hospital. 
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EMBRYOLOGY 

Although there has been much divergence of opinion 
concerning the formation and development of the human 
urinary system, a final acceptance of a double but closely 
related origin for parenchyma and excretory apparatus 
has been reached and may be stated in relatively simple 
terms. For practical purposes the pronephros and the 
mesonephros may be disregarded; these exist during cer- 
tain early stages in the growth of the embryo, successively 
performing some degree of excretory function and then 
degenerate upon the appearance and full development 
of the metanephros from which the permanent renal 
parenchyma are elaborated. 

From the caudal segment of the primordial excretory 
duct (wolffian) a hollow hemispherical bulb (the ureter- 
opelvic anlage) develops and begins to grow dorsally and 
then cranially. At this stage it consists of a short pedicle, 
the ureter, with a mushroom-shaped extremity, the future 
renal pelvis. Further growth is concerned with an elonga- 
tion of the ureter and expansion of the pelvis with subse- 
quent division into calices, papillary ducts, and collection 
tubules. Simultaneously, a parenchymatous mass is as- 
suming form. This arises from a separate anlage, the 
mesochyme or renoblast. The latter accompanies the 
ureter in its ascent, covers the primative pelvis like a cap, 
and eventually produces the secretory glandular portion 
of the kidney. Union of the two segments results in the 
complete normal urinary system with kidney and ureter 
in their usual anatomic positions. 

Numerous deviations from this characteristic behavior 
of the ureteric bud and the associated renoblast are pos- 
sible. Ascent may be incomplete, resulting in an ectopic 
kidney. Horseshoe kidney is the result of failure of sepa- 
ration of the mesochyme of both sides. Lack of develop- 
ment or premature arrest of a ureteric bud will result in 
the absence of one kidney. The mesochyme, identified 
with a normally developing bud, may be deficient in 
greater or lesser degree and agenesis or hypoplasia then 
follows. There may arise two or three ureteral buds from 
the primary excretory duct or there may be precocious 
splitting of the single ureteral bud (ureter fissus). 

If the extra ureter is from an accessory bud, there will 
be an ureteral orifice for each in the bladder. If the extra 
ureters are from an anlage splitting process of the ureteric 
bud, such a process must necessarily have occurred early 
and only one vesicle orifice will result. 

When multiple ureteral orifices exist in the bladder the 
following rule stated by Weigert in 1877 pertains. “The 
lower ureteral orifice belongs to the uppermost pelvis.” 
The accuracy of this statement is demonstrated in both 
Woodruff’s and our cases of triplication. Smith and Or- 
kin * thought that 80% of congenital anomalies had sec- 
ondary or associated pathology. Narath disagrees. He 
states it is illogical to pool all kinds of congenital anom- 
alies and endeavor to thus derive a generalized percent- 
age. Separate types must be studied and judged indi- 
vidually. 

SIGNS, SYMPTOMS, AND TREATMENT 


Patients may go through life without the knowledge 
that an ureteral anomaly is present unless some patho- 
logical process intervenes. Of course, pathological con- 
ditions may develop more frequently when anomalies 
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exist. There are no signs or symptoms pathognomonic of 
congenital ureteral abnormality per se. The diagnosis is 
usually made following radiological investigation of a 
patient presenting symptoms of pain, frequency of urina- 
tion, dysuria or hematuria, or any combination of these. 
The anomaly in itself requires no treatment except in 
event of other complicating abnormalities. One new case 
of true triplication of the ureter is here added to a liter- 
ature containing only one other similar case. 


REPORT OF A CASE 


A 38-year-old married housewife entered the hospital with 
complaints of intermittent attacks of chills, nausea, vomiting, 
and mild pain in the lumbar region of the back of 10 months’ 
duration. She had been in good health up to the time of onset 
when she contracted an illness diagnosed as the “flu.” Subse- 
quently she noted pain in the left lumbar region that recurred 
at irregular intervals, lasting for three to five days. The pain 


Triple left ureters. 


was associated with nausea, vomiting, chills, and malaise. Several 
weeks after the initial attack the pain subsided somewhat but 
not completely. Two months before admission her pain became 
worse, occurring every four to five days. It was described as 
“cramp-like” and was associated with marked sweating. The pain 
radiated to the lower abdomen and down the crual aspect of the 
leg. There was some burning on urination. 


Physical Examination.—Examination revealed an obese white 
female, with a temperature of 37.5 C (99.5 F), a pulse rate of 
80 per minute, respirations 20, and a blood pressure of 140/88 
mm. Hg. The essential physical findings were limited to the 
abdomen, where considerable tenderness was elicited in the costo- 
vertebral angles on both sides but more so on the left. There 
was tenderness along the course of the ureters anteriorly but 
no bladder tenderness. The urine revealed an occasional white 
blood cell, one to two red blood cells per high-power field, and 
bacteria (Micrococcus [Staphylococcus] albus). The specific 
gravity was 1.020, and reaction varied from acid to alkaline. 


7. Smith, E. C., and Orkin, L. A.: A Clinical and Statistical Study of 
471 Congenital Anomalies of Kidney and Ureter, J. Urol. 53: 11-36 
(Jan.) 1945. 
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Repeated smears and cultures were negative for tubercle bacilli. 
Intravenous pyelograms and cystoscopy with retrograde pyelo- 
ureterograms (see figure), showed (1) the left kidney to have 
three pelves, (2) three left ureters, (3) three left ureteric orifices 
in the bladder, and (4) normal right kidney and ureter. 

Subsequent Course —No treatment was indicated, and the 
patient had no recurrence of symptoms subsequently. It was sup- 
posed that her symptoms could have been caused by a small 
calculus that had passed spontaneously prior to her hospital 
admission. 

CONCLUSIONS 

Triplication of ureters, each with its own pelvis and 
ureteral orifice, should not be confused with “‘trifid”’ or 
“triplicate fused ureters.”” One new case of unilateral 
triplication of the ureter, (each with its own renal pelvis 
and its own ureteral orifice in the bladder), is added to a 
literature containing only one other authenticated case. 


Hanna Building (Dr. Wright). 


MENINGITIS DUE TO CANICOLA FEVER 


John F. Winn, D.V.M., Montgomery, Ala. 

Ruell A. Stallones, M.D., Camp Pickett, Va. 

and 

Benjamin D. Fremming, D.V.M., Randolph Air Force 
Base, Texas 


Because of the interest in encephalitic diseases in Cali- 
fornia a large number of serum specimens was sent in 
to the Virus and Rickettsial Disease Laboratory of the 
California State Department of Public Health during 
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65 patients had antibodies against leptospiral antigens 
(see table). 


MATERIALS AND METHODS 


The antigen was prepared from the George William 
Hooper Foundation cultures originally obtained from 
Wolff at the Institute of Tropical Hygiene in Amsterdam. 
Types A and B of Wiznberg strain Lept. icterohaemor- 
rhagiae, the Hond Utrecht IV strain of Lept. canicola, 
and the Australis C strain of Lept. pomona were used. 
The culture medium was the Schuffner modification of 
Vervoort’s medium,‘ and the antigen was prepared from 
the culture directly after incubation at 32 to 34 C for 
five to seven days. Commercial Formalin (40% for- 
maldehyde solution) was added in an amount equivalent 
to 1 ml. per 100 ml. of culture and allowed to stand for 
four to six hours. Serial tenfold dilutions of the serum 


to be tested were made with saline solution, and an 


equal amount of antigen was added to each tube making 
final dilutions of 1:10, 1:100, 1:1000, and 1:10,000 
or higher if indicated. The antigen serum mixtures were 
incubated overnight at 37 C, removed to room tempera- 
ture for two hours, and read with a hand lens. After 24 
hours of room temperature the specimens were read 
again and the readings checked with a dark field micro- 
scope. Macroscopic readings were facilitated by the use 
of small conical-tipped centrifuge tubes. 


REPORT OF CASES 


Case 1.—A patient became ill Jan. 7, 1950. The first serum 
was drawn on Jan. 13 and the second on Jan. 23. Serologic tests 
for lymphocytic choriomeningitis, Western equine encephalitis, 


Summary of Positive Agglutination Tests for Leptospira on 1950 Serums from California Department of Health, 
Virus and Rickettsial Laboratory * 


Antibodies to 
Leptospira Ieterohaemorrhagiae 


Antibodies to Leptospira Canicola 


Acute Convalescent Acute Convalescent 
Case Age Sex 10 =100) 1,000 10,000 10 100 1,000 10,000 10 100 1,000 10,000 10 100 1,000 10,000 Diagnosis 
choriomeningitis 


— 


+4+4+4+ 4444+ 444+ + Poliomyelitis 


* None of the serums showed agglutination 


1950. Most of these serums were from patients sus- 
pected of having one of the viral encephalitides, but a 
number of other diagnoses were included. Sixty-five 
paired serums were tested for agglutinating antibodies 
against Leptospira icterohaemorrhagiae, Lept. canicola, 
and Lept. pomona. The clinical diagnoses of these 65 
were: 14 possible cases of poliomyelitis, 4 cases of Q 
fever, 2 of lymphocytic choriomeningitis, 2 of possible 
Coxsackie disease, 1 of meningitis (cause unknown), 
and 42 of encephalitis (cause unknown). Three of the 


From the U. S. Department of Health, Education, and Welfare, Public 
Health Service, Communicable Disease Center (Dr. Winn); U. S. Depart- 
ment of Defense, Army Medical Corps (Dr. Stallones); and U. S. Depart- 
ment of Defense, Air Force Veterinary Corps, School of Aviation 
Medicine (Dr. Fremming). Dr. Winn is currently with the Department 
of Health, Education, and Welfare, Communicable Disease Center, 
Bacteriology Section, Chamblee, Ga. 

Dr. Edwin H. Lennette supplied the paired serums tested and 
furnished the results of the serologic tests done with viral agents at his 
laboratory. Dr. B. Eddie, George William Hooper Foundation for 
Medical Research, supplied facilities and equipment. 

1. Hull, T. G., and others: Diseases Transmitted from Animals to 
Man, ed. 2, Springfield, Ill., Charles C Thomas, Publisher, 1941, p. 279. 

2. MacCallum, F. O., and Broom, J. C.: Leptospiral Meningitis, Letters 
to the Editor, Lancet 2: 542, 1950. 


antibodies against Leptospira pomona. * 


and St. Louis encephalitis were negative. Both acute and con- 
valescent serums had titers of 1:128 against mumps antigen in 
the complement-fixation test. The slight rise in titer against 
Lept. canicola antigen is considered meaningful in view of the 
clinical diagnosis of lymphocytic choriomeningitis. 

CasE 2.—A patient became ill Feb. 22, 1950. The acute serum 
was drawn March 2 and the convalescent March 14. These 
serums were tested against lymphocytic choriomeningitis, West- 
ern equine encephalitis, St. Louis encephalitis, and mumps with 
negative results. The rise in titer against Lept. canicola antigen 
leaves little doubt that this was a case of canicola fever. 


Case 3.—A third patient became ill April 16, 1950. The first 
serum was drawn on April 25 and the second May 9. Tests 
against lymphocytic choriomeningitis, Western equine encepha- 
litis, and St. Louis encephalitis were negative. There was a titer 
of 1:32 against mumps antigen in both specimens. The rise in 
titer against Lept. canicola antigen is significant. 

The experience in these three cases is in agreement 
with that of MacCallum and Broom of the Virus Refer- 
ence Laboratory in England.” In 1949 they tested the 
serums of 130 patients with undiagnosed meningitides, 
abortive poliomyelitides, and similar diagnoses and found 
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10 with antibodies against leptospirae: 8 against Lept. 
canicola, and 2 against Lept. icterohaemorrhagiae. In 
1950 they found two cases positive for Lept. canicola and 
one for Lept. icterohaemorrhagiae among 67 paired 
serums from similarly diagnosed cases. The rate of nearly 
8% of the serum showing a rise in titer against leptospira 
is in general the same as found in the 65 paired serums 
the authors have tested. 


SUMMARY 


Three of 65 paired serums from individuals with clini- 
cal central nervous system disturbances of presumed in- 
fectious origin were found to show diagnostic rises in 
titer for the agent of canicola fever. 


P. O. Box 185, Chamblee, Ga. (Dr. Winn). 


TRANSPYLORIC MUCOSAL PROLAPSE 


Alford H. Hermann, M.D. 
Martin C. Malensek, M.D. 


and 


Abraham Melamed, M.D., Milwaukee 


Prolapse of gastric mucosa into the duodenum has been 
a controversial subject in recent years. Although some 
doubt has been cast on the clinical significance and im- 
portance of this abnormality by some authors, the ma- 
jority of writers on the subject believe gastric mucosal 
prolapses may produce symptoms. It is not our purpose 
at this time to consider the subject comprehensively, but 
we consider it of interest to relate our experience in a 
single case diagnosed and cured by surgery. 


REPORT OF A CASE 


A woman, aged 39 years, entered Evangelical Deaconess 
Hospital Sept. 30, 1952, complaining of having had occasional 
attacks of “indigestion” for several years. On the day before 
admission she had experienced an attack of acute epigastric pain 
that radiated along the right costal margin and to the inter- 
scapular region. During previous attacks the epigastric pain was 
usually dull and accompanied by nausea and vomiting. Appetite 
had been poor for about two years. Weight loss of about 15 
to 20 Ib. (6.8 to 9.1 kg.) during the preceding few months was 
reported. The patient never noticed blood in the vomitus or 
stools. Appendectomy had been performed 10 years previously. 
In 1950 the patient was treated at Deaconess Hospital for disco- 
genic disease. Physical examination was essentially negative 
except for slight rigidity in the upper abdomen and tenderness 
in the midepigastrium. Admission urinalysis, complete blood cell 
count, sedimentation rate, and admission chest minifilm were 
within normal limits. The blood Kline test was negative. Barium 
meal (fig. 1) and enema studies, oral cholecystography, and intra- 
venous urography disclosed no essential abnormality. The patient 
was discharged Oct. 1, 1952, unimproved and with a diagnosis 
of possible cholecystitis. 

On Nov. 23, 1952, the patient reentered the hospital for 
similar complaints, but tarry stools had been noted one week 
before admission. Tenderness was present in the epigastrium and 
in the right upper abdomen slightly below the costal margin. 
No masses were palpable. Routine laboratory tests were again 
within normal limits. The serum amylase was 120 units. Analysis 
of the stool disclosed no alteration of fat or starch granules 
content, no undigested meat fibers, and trypsin activity positive 
to 1:1,000 dilution. No fever was present. 


From the departments of surgery and radiology, Evangelical Deaconess 
Hospital. 
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The third admission for upper abdominal distress occurred 
two weeks later, on Dec. 12, 1952. A few days before admission, 
ufter consuming a large meal, the patient was suddenly stricken 
vith epigastric fulness, nausea, and repeated vomiting. The stools 
had been black for a day or two. The blood pressure was 
116/68 mm. Hg. Generalized abdominal tenderness was present 
but more marked in the epigasirium and right upper quadrant. 
A diagnosis of psychoneurosis was made by a medical consultant. 
A gynecologist was unable to find any evidence of disease in 
the pelvis. A repeated barium enema study on Dec. 17, 1952, 
disclosed no change or abnormality. The red blood cell sedi- 
mentation rate; carbon dioxide combining power; serum chloride, 
nonprotein nitrogen, and serum potassium levels; and basal 
metabolic rate were within normal limits. The hemoglobin value 
(12.5 gm. per 100 cc.) and red blood cell count (4,100,000 per 
cubic millimeter) were slightly but significantly lower than on 
Sept. 30, 1952. A slight secondary anemia was now present for 
the first time. 

One month later, on Jan. 15, 1953, the patient was admitted 
to the hospital for the fourth time. This time a diagnosis of 
gallbladder disease was favored. Nausea and vomiting had con- 
tinued unabated since the previous admission. Pain was present 
in the right upper quadrant radiating to the back. No jaundice 
was present. The blood pressure was 120/80 mm. Hg. The red 
blood cell count was 4,060,000, hemoglobin, 12.5 gm. per 100 
cc., and white blood cell count, 6,809. Conservative treatment 


Fig. 1.—Serial barium meal studies, showing no evidence of organic 
disease or prolapsing gastric mucosa into duodenum. Opacified  gall- 
bladder overlies the duodenum, 


was ineffective. The patient continued to lose weight and later 
developed a mild secondary anemia. Exploratory surgery was 
performed as the only alternative to the patient for possible 
relief of recurrent attacks of rather severe epigastric discomfort 
associated with at least one episode of gross bleeding. Surgical 
exploration on Jan. 20, 1953, disclosed no abnormality in the 
gallbladder, cystic and common ducts, pancreas, liver, spleen, 
kidneys, or small or large intestine. Palpation of the stomach 
revealed a soft, plum-sized, freely movable doughy mass in the 
antrum. This mass could be easily swayed or pushed into the 
duodenum, The pylorus was dilated and thickened. The surgeon 
recognized the condition as redundant and prolapsing gastric 
mucosa. Since no other cause for this patient’s symptoms could 
be found, the surgeon performed a subtotal gastrectomy. 

The gross and microscopic pathological descriptions were as 
follows: “Specimen consisted of a distal stomach measuring 
approximately 14 cm. along the greater curvature. This has been 
severed just distal to the pylorus. The lumen here appears some- 
what dilated but is occupied by a prolapsing mass of gastric 
mucosa that extends for approximately | cm. into the duodenum 
beyond the pyloric sphincter (fixed specimen). This specimen 
was opened along the greater curvature. This demonstrated 
longitudinal rugal folds in the prepyloric portion and again the 
prolapsing mucosal folds |fig. 2, A and B}. 
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“Sections disclose moderate hypertrophy of the pyloric sphinc- 
ter and intact gastric mucosa proximal to this point. In one of 
the sections is very marked edema of the submucosa in the area 
of the pylorus and an almost polypoid elongation of the mucosa 
that appears to extend into the duodenum. There is no sig- 
nificant degree of inflammation either in the gastric or duodenal 
wall and there is no evidence of ulceration. 


Fig. 2.—Fixed surgical specimen. A, redundant and prolapsing pre- 
pyloric mucosa. B, pyloroduodenal junction, 


“Pathological diagnosis: Redundant gastric mucosa and pro- 
lapse into the duodenum.” 

The patient made an uneventful recovery and was discharged 
about 13 days after surgery. She has remained well and relieved 
since surgery over 30 months ago. She has gained over 10 Ib. 
(4.5 kg.). 


SUMMARY AND CONCLUSION 

In a case of symptomatic transpyloric mucosal pro- 
lapse diagnosed and successfully treated by surgery, 
symptoms that were present for several years were re- 
lieved by subtotal gastrectomy. This case report illus- 
trates the fact that prolapsing gastric mucosa is not always 
demonstrable roentgenographically. Many cases of pro- 
lapsing mucosa escape detection when the redundant 
membrane recedes. Such condition should always be kept 
in mind in all patients complaining of upper abdominal 
discomfort and bleeding from the gastrointestinal tract. 
Roentgen studies should be repeated if symptoms persist. 


1821 W. Wisconsin Ave. (3) (Dr. Melamed). 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


By authority of the Board of Trustees of the Ameri- 
can Medical Association, the Council has terminated the 
seal-acceptance program in favor of a new program de- 
signed to render a better service to the medical profes- 
sion. The following statement adopted by the Council 
is issued to explain the purpose, guiding principles, and 
operation of the new program. 


R. T. STORMONT, M.D., Secretary. 


NEW PROGRAM OF OPERATION FOR 
EVALUATION OF DRUGS 


The rate at which new drugs are being developed and 
marketed is increasing constantly. Often these new 
agents are extremely valuable additions to our thera- 
peutic armamentarium; however, many of them are also 
capable of doing more harm than good if prescribed or 
administered in an indiscriminate fashion without full 
appreciation of their possible harmful effects or ob- 
servance of necessary precautionary measures. A cal- 
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culated risk is involved in the use of drugs that have 
pharmacological effects of any real significance. Thera- 
peutic agents that have a relatively narrow margin of 
safety or a high index of serious side-effects should not 
necessarily be condemned and discarded completely. 
The proper use of such drugs often will save life or 
provide beneficial effects not obtainable with any other 
means of therapy. The physician has the serious re- 
sponsibility of weighing the possible harmful effects of 
a drug against the apparent need for it in the individual 
patient. Obviously, an appreciation of the valid indica- 
tions for use as well as the known properties of any 
new drug is necessary in order to serve the best in- 
terests of the patient. 

Many pharmaceutical firms recognize their responsi- 
bility to the medical profession and endeavor to provide 
such information in brochures and other literature as is 
necessary for relatively safe and proper usage of their 
new drugs. Promotional literature, however, that con- 
tains unwarranted indications for use and minimizes or 
neglects the mention of contraindications, possible seri- 
ous side-effects, and necessary precautionary measures, 
does not encourage the practice of rational therapeutics. 

There is an increasing demand from the medical pro- 
fession in general for concise and timely reports that 
contain an authoritative, unbiased evaluation of new 
therapeutic agents. The former acceptance program of 
the Council served a useful purpose in this regard for 
many years; however, in this present era of rapid new 
developments in therapeutics, the work involved in proc- 
essing for acceptance many different brands of a drug 
became cumbersome and time-consuming to the extent 
that physicians could no longer be provided with the 
type of service they desired. Consequently, termina- 
tion of the seal-acceptance program became necessary 
in order that the Council could embark on an expanded 
program of operation that would be of much more in- 
terest and value to the profession. 


Under the new program drugs will be evaluated at the 
earliest possible opportunity in order to serve the best 
interests of the profession. As a rule the greatest interest 
in a new drug occurs at about the time it is introduced on 
the market for general use. This is also the time when 
there is the most need for an unbiased report containing 
information that will aid physicians in the judicious or 
proper use of such medication. Evidence relating to a 
new use or significant change in the status of a drug will 
also be evaluated and reported on as the occasion de- 
mands. 


Pharmaceutical firms are encouraged to cooperate 
with the Council by forwarding complete data or re- 
ports (published and unpublished) of all laboratory and 
clinical investigations relating to the safety and useful- 
ness of new drugs in order that evaluation reports may be 
made to the profession at the earliest possible date. Co- 
operation with the Council in the selection of suitable 
nonproprietary names for new drugs before such agents 
are ready to be placed on the market is also encouraged. 

The former official rules of the Council have been 
superseded entirely by the following description of the 
new program of operation. 
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GENERAL PURPOSE 

The function of the Council on Pharmacy and Chem- 
istry is to examine and evaluate available evidence re- 
lating to the actions, uses, dosage, hazards, and other 
pertinent properties of drugs and to encourage rational 
therapy by timely, informative reports to the medical 
profession. 

Special committees appointed by the Council also 
deal with particular matters such as research projects 
and the toxicologic aspects of pesticides and household 
chemicals. 


PRINCIPLES GOVERNING THE EVALUATION OF DRUGS 
FOR INCLUSION IN NEW AND NONOFFICIAL REMEDIES 


The Council evaluates evidence pertaining to the 
safety and usefulness of medicinal agents offered or in- 
tended for use in or on the human body for the diag- 
nosis, prevention, or treatment of disease. Reports of 
these evaluations are published for the information of 
the medical profession. 

The Council considers for evaluation drugs with a 
single active ingredient or extracts from a single source. 
Combinations or mixtures containing two or more active 
ingredients may receive consideration only if it is deemed 
desirable to present the Council’s views regarding any 
such preparation for the information of the medical pro- 
fession. 

In evaluating drugs the Council considers scientific 
clinical and laboratory evidence (published or unpub- 
lished) submitted by manufacturers and such other re- 
ports as may be available. The Council also endeavors 
to obtain the opinions and advice of other experts who 
serve in a consultant capacity. The Council does not 
undertake to conduct clinical and laboratory tests or 
experiments in evaluating drugs. 

The Council may from time to time reevaluate a drug 
or evaluate evidence relating to a new use or route of 
administration for a drug. 

The views of the Council with respect to the actions, 
uses, dosage, contraindications, hazards, limitations, and 
other pertinent characteristics of each evaluated drug are 
submitted in the form of a monograph to the Editor of 
THE JOURNAL of the American Medical Association for 
publication in the Council column. These monographs 
are subsequently included in the Council’s annual publi- 
cation, New and Nonofficial Remedies. 

If the Council’s reevaluation of a drug reveals a sig- 
nificant change in its status, such information is sub- 
mitted to the Editor of THE JOURNAL for publication 
and subsequently incorporated in New and Nonofficial 
Remedies. 

The Council encourages the early adoptjon and use of 
a nonproprietary name for general use in prescribing, 
naming, and identifying each drug. The Council be- 
lieves that such names tend to diminish confusion and 
are in the interest of the patient and physician. Each 
drug evaluated is described by a nonproprietary name. 

When the Council has knowledge that a drug is no 
longer available commercially or when it has been in- 
cluded in the United States Pharmacopeia, National 
Formulary, or New and Nonofficial Remedies for 20 
years, the monograph may be deleted from New and 
Nonofficial Remedies. 
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The Council does not accept, endorse, recommend, or 
guarantee any individual brand or preparation of a drug 
described in New and Nonofficial Remedies. The Coun- 
cil does not undertake to test or analyze samples or to 
review or investigate manufacturing and control proce- 
dures. The Council does not purport to ascertain 
whether or not any firm has complied with federal, state, 
or municipal laws and regulations. 


SPECIFIC PROCEDURE 


1. All pharmacological and clinical evidence or data 
in the form of published and unpublished reports on a 
new drug that are made available to the Council office will 
be referred to a number of recognized experts who will 
be asked to serve in a consultant capacity. 

2. The views of the consultants regarding the ade- 
quacy of the evidence for the claimed uses of the new 
drug, as well as comments regarding such information 
as the limitations, contraindications, hazards, and dosage 
will then be transmitted to a member of the Council who 
will serve as a referee. 


3. The referee will consider all the available evidence, 
as well as the views and comments of the consultants, 
and will make an evaluation recommendation. 


4. A member of the Council staff will prepare a pro- 
posed report or monograph on the new drug based upon 
the referee’s evaluation and recommendation. 


5. The proposed monograph, the referee’s recom- 
mendation, the views and comments of the various con- 
sultants, and reprints or photostats of all the available 
evidence will be transmitted to all the members of the 
Council for consideration. 


6. The proposed monograph will be revised in accord- 
ance with the comments and criticisms of the members 
until it is satisfactory to the Council as a whole and 
adopted for publication in THE JOURNAL. 


7. A copy of the proposed monograph will then be 
sent to the pharmaceutical firm or firms that supplied 
the evidence and data on which the Council’s evaluation 
was based in order that they will have an opportunity 
for comment or criticism. 


8. If there is no criticism of the proposed monograph, 
it will be sent to the Editor of THE JOURNAL for publica- 
tion in the Council column. Any criticisms offered by 
the firm will receive due consideration before the pro- 
posed monograph is sent to the Editor for publication. 
When the monograph is published, credit will be given 
the firm or firms supplying the evidence or data on which 
the Council’s evaluation of the drug is based. 


9. Provision will be made for frequent publication of 
supplementary Council statements or reports on each 
new drug as evidence accumulates to justify recognition 
of additional valid claims for use, dosage changes, haz- 
ards, and contraindications. The same procedure for 
evaluation will be followed in these instances as with 
the initial consideration of a new drug. 


10. Necessary changes or revisions based upon these 
supplementary statements or reports will be made in 
New and Nonofficial Remedies at the end of each year. 
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WORLD MEDICINE 


Elsewhere in this issue of THE JOURNAL are a paper 
entitled “The Physician and World Medicine” (page 
1147) and a letter to the Editor on a recent World 
Health Organization Assembly (page 1198). These com- 
munications indicate the growing interest in and impor- 
tance of the value of considering medical problems on a 
world-wide basis. Each country, of course, has its own 
problems, but there are many aspects of the control of 
disease and the providing of medical care that should be 
viewed internationally. Sometimes the view prevailing in 
one country is helpful when disseminated elsewhere, and 
when the medical data are gathered they can be trans- 
lated into terms of lessening of suffering, saving of lives, 
saving of money, and increasing production of goods. 
Such value is readily apparent to everyone. 

Not so apparent at times, however, is the protection a 
country receives when its health professions can benefit 
from mistakes made elsewhere. For example, free ex- 
change of information can not only show a country how 
to control, say, malaria but it can also point to the in- 
equities of some governmentally inspired schemes that 
may not bring health, happiness, and freedom but in- 
stead shackles and misery. It is difficult to compare 
countries in different parts of the world and on the 
basis of such comparison devise a common plan for 
each compared area, and it is difficult at times to point 
to the weaknesses in each area. Every country has its 
own health and financial problems, its own social view- 
point, and its own political background. Nevertheless, 
there are certain fundamental principles applicable to 
all civilized countries. Included are those related to 
health, its supply and its utilization. Fundamental are 
freedom in the choice of a doctor by the patient and free- 
dom in the use of modern scientific advances by the doc- 
tor. Equally fundamental is relegation of the role of 
government to one of assistance when necessary and not 
of domination or control where no need except political 
expediency has been demonstrated. 

The World Health Organization is supported by the 
governments of many countries, and it has done much 
to provide assistance in the health field, especially in 
some underdeveloped areas. Its influence has been felt 
in widely scattered places and will be lasting in many 
respects. Often confused with it is the World Medical 
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Association, which does not consist of representatives 
of governments but of national medical associations. 
Associations from 50 countries are now members of 
the World Medical Association. It works closely with 
the World Health Organization and with other inter- 
national bodies interested in health. Its role in report- 
ing on the activities of the International Labor Organiza- 
tion and the International Social Security Association 
has been mentioned on previous occasions in the pages 
of THE JOURNAL, To the World Medical Association 
the medical profession owes a debt of gratitude for its 
continual watchfulness over matters of much interest 
to doctors and their patients. An excellent opportunity 
for doctors to see the World Medical Association in ac- 
tion will be afforded in Vienna, Austria, September 20- 
26, when the ninth General Assembly will be held. At 
the same time doctors and their families will be able to 
visit places that have been so familiar to so many. For 
information consult the office of the World Medical As- 
sociation, 345 E. 46th St., New York 17, Dr. Louis H. 
Bauer, Secretary General. The trip will be well worth- 
while, but plans should be confirmed promptly. 


NEW COUNCIL PROGRAMS 


After months of study by the councils concerned and 
the Board of Trustees, a revision of the programs of the 
scientific councils of the Association was announced in 
THE JOURNAL in February (J. A. M. A. 157:664 [Feb. 
19] 1955). For many years these councils have provided 
leadership in the evaluation of products used by phy- 
sicians and, to a lesser extent, by the public. In the 
evaluation programs, council seals were awarded to 
manufacturers and distributors of drugs, foods, devices, 
and cosmetics that met acceptance requirements. In 
some instances the prominence given to the seal of 
acceptance program made it appear to dominate the 
work of the councils in the collecting, analyzing, and 
disseminating of medical information. Additionally, the 
evaluation of a multitude of individual brands, rather 
than classes of products, became so time-consuming that 
it threatened to interfere with the broader aspects of the 
council programs. 

For these reasons new and more effective programs 
are being adopted by the scientific councils—programs 
that do not require the inspection of individual products 
or the issuance of seals. The seals of the councils and 
the advertising emblems of THE JOURNAL and Today’s 
Health will no longer appear in Association publications. 
Firms and individuals to whom the seals have been 
issued in the past have been notified of the new program 
and requested to eliminate the seals from collateral ad- 
vertising and promotional material by August 15, 1955. 

There is published elsewhere in this issue of THE 
JOURNAL (see page 1170) an announcement of the new 
program of the Council on Pharmacy and Chemistry. 
Similar announcements by the Council on Foods and 
Nutrition, the Council on Rehabilitation, and the Com- 
mittee on Cosmetics will follow shortly, It is our belief 
that the new programs will be of greater value to the 
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profession and the public. Released from the detail of 
individual brand evaluation, the scientific councils are 
now free to carry out their broad objectives by methods 
more suited to the current needs of the profession. 

Also published elsewhere in THE JOURNAL (see page 
1175) are the Principles of Advertising for the Publica- 
tions of the American Medical Association. These prin- 
ciples are essentially the same, in spirit, as those by 
which products have been accepted for advertising in 
A. M. A. periodicals for many years. Thus all readers 
can be assured that discontinuance of the so-called seal 
program will not mean a lowering of advertising stand- 
ards. The special knowledge of the councils, and of other 
expert bodies if indicated, will be used for guidance, and 
no product will be accepted for advertising unless the 
rules are met. 


“DOCTOR-DRAFT” LAW EXTENDED 
THROUGH PARLIAMENTARY 
MANEUVER 


On June 28, 1955, the Congress again extended for 
another two years, with only slight amendment, the pro- 
vision of the “Doctor-Draft” law. Congress reenacted 
this discriminatory law after one of its staunch sup- 
porters was forced to confess on the floor of the House 
that “it cannot be supported by reason and logic.” How 
did this occur? So that every physician may see for him- 
self, there is reproduced (except for minor parliamentary 
maneuvers) in this issue of THE JOURNAL (see page 
1203), the section of the daily Congressional Record of 
June 28, 1955, reporting the House action. 


No responsible source on either side of this question - 


has ever suggested that anything less than the highest 
standard of medical care be provided for the armed 
forces. In addition, most persons would agree that there 
are two methods of obtaining an adequate number of 
properly qualified physicians to provide this care. Older 
physicians can be forced into uniform by means of a dis- 
criminatory peace-time draft, or career military service 
can be made attractive enough to obtain and retain phy- 
sician volunteers of the caliber desired. It is in the 
method, and not the end, that the American Medical As- 
sociation differs from the Department of Defense. The 
Association insists that the doctor draft is so drastic a 
measure that it can be justified only when all other rea- 
sonable means have failed. The armed forces and the 
Congress, on the other hand, are unwilling to relinquish 
such an easy source of medical manpower and have 
failed to make a generally acceptable effort to provide 
adequate incentives for career service. Nor has a satisfac- 
tory effort been made to utilize to the fullest the services 
of civilian physicians in positions not requiring military 
status. These are the simple facts behind the disputed ex- 
tension of the doctor draft for another two years. 

The supporters of a continued draft of older physi- 
cians take the view that the regular draft could not fur- 
nish a sufficient number of physicians under 35 years of 
age to staff the armed forces and the Public Health Serv- 
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ice, a civilian agency. To arrive at this conclusion it is 
necessary to use a high estimate of requirements, a low 
estimate of availability, and a plan for deferring some 
1,800 young physicians for at least two years, and to 
abandon all hope for decreasing the rate at which med- 
ical officers are leaving the military services. Further, 
supporters of the physician draft argue that younger phy- 
sicians are not sufficiently experienced to provide a high 
standard of medical care; hence older and more experi- 
enced physicians must be drafted. Assuming this is a 
fact, the possibility of attracting experienced medical of- 
ficers has been almost completely ignored. To propo- 
nents of the draft, it is either forced service or chaos. It 
will also be illuminating to those physicians who have 
served in the armed forces to learn that, according to 
Chairman Vinson of the House Armed Services Com- 
mittee, if all medical care of dependents in the United 
States, and all medical care of civilian employees and 
veterans both in the United States and elsewhere were 
abolished, it would save the services of only 621 phy- 
sicians! 

It should be noted that the Senate coupled the doctor- 
draft extension to the regular Selective Service extension 
that had previously passed the House. Since this was an 
amendment to the bill, conferees were appointed by the 
Speaker of the House to meet with a similar group from 
the Senate and agree on a bill that both houses could 
adopt. It was the report of these conferees that was be- 
fore the House. Thus different items of legislation were 
firmly coupled together and had to be accepted or re- 
jected without amendment. In this parliamentary situa- 
tion it was necessary, in order to get full consideration of 
the doctor-draft extension, to recommit the bill to con- 
ference, with instructions to strike out the doctor-draft 
extension. In this way it could have been brought to the 
floor of the House separately, in an orderly fashion, for 
debate and amendment on its own merits. Speaker Ray- 
burn refused to permit such a motion to be made, so 
the critical vote was taken on the less desirable motion 
to simply recommit the whole measure to conference. 
In spite of this situation, 171 members of the House 
voted “Yea” on the motion to recommit (roll no. 99), 
These, in effect, were votes against the doctor-draft ex- 
tension in its present form. On the other hand 221 con- 
gressmen voted against the motion to recommit. The bill 
was then speedily enacted by both Houses and signed by 
the President. 

And so the authority to draft older physicians is ex- 
tended for another two years. This is only an authoriza- 
tion, however, and it need not be used if the Department 
of Defense will make reasonable efforts to correct the 
basic problem. Plans should be made immediately to 
attract and retain experienced physicians on a voluntary 
basis. Medical care programs should be reviewed criti- 
cally to remove obstacles to full use of civilian physicians 
in positions in which a uniform is not essential. The 
problem can be solved, but it will not solve itself. It will 
require an honest desire to place military medicine on a 
sound basis. Solution of the problem is not as easy as 
continued reliance on a discriminatory draft of older 
physicians. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


During the meeting of the American Medical Associa- 
tion at Atlantic City I was amazed by the number of 
questions asked by physicians about the workings of the 
parent body. It would seem from this that much educa- 
tional work still needs to be done among members of 
the Association and that some of the material previously 
covered should be repeated. The question most often 
asked of me was, “Can anyone attend the meetings of 
the House of Delegates anc can anyone discuss the prob- 
lems presented there?” Meetings of the A. M. A. House 
of Delegates are open to all comers, either professionals 
or individuals outside of medicine. The press is always 
welcome to our House sessions, a fact that is confound- 
ing to our critics and sometimes stops them in their 
tracks. The only time this “open door” policy goes out 
of operation is on the extremely rare occasions when the 
House calls for an executive session. At those times no 
one is allowed to be present except the 


mittee’s report. It has on many occasions modified or 
even reversed the recommendations of a committee. At 
times the members of a reference committee may offer 
a majority report and a minority report. Then the de- 
bating may become heated. The House by majority vote 
may accept either of the two reports or make some 
modifications. This happened on the osteopathic issue 
at the Atlantic City session just a few weeks ago, as 
many of you will remember. 

So you see, any member of the A. M. A. is welcome 
to attend meetings of the House of Delegates and have a 
voice in the proceedings. All he has to do is hear the 
reading of the resolutions, note to which committees the 
Speaker of the House refers them, and speak up on the 
issues at the reference committee hearings. No business 
can come before the House except through the reports 
of the officers or Board of Trustees or by resolutions 

presented by some standing committee of 


duly elected members of the House. In 
all the years that I served as a delegate, 
the executive session was seldom invoked. 

Discussions on resolutions or other mat- 
ters before the House are generally limited 
to the delegates and ex-presidents of the 
Association. Others who wish to speak 
before the House must request permission, 
which can be granted only by a unanimous 
vote; however, only delegates have the 
right to vote. Resolutions before the House 
are generally passed on by voice vote. In 
most instances a simple majority is all that 
is required to carry a measure. When the 
voice vote is close, the Speaker calls for 
a standing vote or a written ballot. The 
written ballot is used in cases where a proposal has gen- 
erated considerable heat and extraordinary measures for 
accuracy in counting are demanded. It is also used when 
a secret ballot is desired by the House. 


What other privileges are accorded a physician who 
is not a member of the House of Delegates? He may 
listen to issues debated on the floor of the House. If he 
has an active interest in a particular issue he can appear 
before the reference committee to which the matter has 
been assigned for hearings. Any physician member of 
the A. M. A. can, upon recognition, speak up a’ a ref- 
erence committee meeting. Other guests can speak only 
when called upon by the committee. These meetings 
also are open to the press. After hearing all those who 
have anything to say on a given issue, whether they are 
members of the House or not, the reference committee 
goes into executive session to discuss the testimony that 
has been recorded by its secretary and a report is pre- 
pared for presentation to the House. 

Usually the work of the House seems cut and dried 
because it often accepts the unanimous report of the 
reference committee without question; however, the 
House, if it wishes to, can challenge the reference com- 


the House, a member of the House, or 
an elected officer of the Association. 
Where do these resolutions originate? 
Most come from the component state so- 
cieties after going through the process I 
have just outlined. Others may come from 
individual members of the House. At state 
meetings resolutions are presented by rep- 
resentatives of the county societies who 
are elected to the house of delegates of the 
state organizations. The resolutions pre- 
sented there are also sent to reference 
committees where the individual member 
may appear to protest, agree, or offer sug- 
gestions for modification. A majority vote 
in a state house may kill a resolution at 
that level or cause it to be forwarded to the A. M. A.’s 
House. If you favor a resolution that has been defeated 
at the state level, you still may be able to have the sub- 
ject considered by the national organization by getting 
another state delegation to present it. 

I have gone into detail to explain the workings of the 
House of Delegates because so many of our members 
think that everything is cut and dried by the Board of 
Trustees and that the will of the physicians of America 
is not considered. Nothing could be farther from the 
truth. I think this bears repeating again: you are wel- 
come to sit in at all sessions of the House except execu- 
tive sessions, which occur very rarely. You can be heard 
before any reference committee, whether or not you are 
an elected member of the House. If you want to you 
can have your say. Why not take a more active part in 
the affairs of your Association? We need your advice 
and your presence at meetings—not only on the national 
level but at your state and county sessions as well. After 
all, you are the A. M. A. If you do not take a hand in 
the job we all must do, then you have only yourself to 
blame for any inadequacies. 


ELMER Hess, M.D., Erie, Pa. 
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ORGANIZATION SECTION 


PRINCIPLES OF ADVERTISING FOR AMERICAN 
MEDICAL ASSOCIATION PUBLICATIONS 


All advertising contracts and advertising copy are subject to 
the Principles of Advertising for American Medical Association 
Publications. The Association reserves the right to accept or 
reject advertising copy for any reason. 

The following general rules are applicable to all advertising 
copy: 

1. The advertiser may be required to submit data in support 
of the usefulness of the product and the validity of the proffered 
claims. 

2. Advertisements should not be deceptive or misleading. 

3. Sweeping superlatives and unfair comparisons will not be 
allowed. Extravagantly worded copy is subject to revision or 
rejection. 

4, Disparagement of a competitor's goods will not be allowed. 
Any claims for superiority must be supported by evidence accept- 
able to the Association. 

5. Quotations or excerpts from a published paper are accept- 
able only if they do not distort the meaning intended by the 
author. Furthermore, the mere appearance of a paper, or of 
several papers, may not necessarily supply sufficient evidence to 
support the proffered product or claim, and the Association in 
such instances may request more complete data. When excerpts 
are taken from a published paper for use in an advertisement the 
Association may require the advertiser or his agent to obtain 
written permission for such use from the author and if necessary, 
from the editor or publisher of the publication in which it 
appears. 

6. If testimonials or quotations appear in advertising, the 
validity of the claims, the expert Knowledge of the person offer- 
ing the testimonial, and the probable effect of the advertisement 
on the reader will be considered. The Association may request 
evidence of the authenticity of the testimonial. 

7. The Association will not accept advertisements which in 
the judgement of the Association: (a) appear to violate the Prin- 
ciples of Medical Ethics; (>) are indecent or offensive in either 
text or illustration; (c) contain attacks of a personal, racial, or 
religious character or appear to be contrary to the regulations 
and laws for the prevention of discrimination; (d) contain claims 
found by any court or federal or state agency to be invalid or in 
violation of law. 

8. Advertisements proposed for Today's Health can make 
reference to certain minor symptoms but not to any disease. 
In other words, such advertisements cannot suggest treatment 
for disease—only temporary relief from a symptom. 

9. The advertiser and the agency agree to protect and indem- 
nify the Association against any and all liability, loss, or expense 
arising from claims for libel, unfair competition, unfair trade 
practice, infringement of trade-marks, trade names, or patents, 
violations of rights of privacy and infringement of copyrights, 
proprietary rights, and any other claims resulting from the pub- 
lication of advertisements by the Association. 

10. The Association reserves the right to change without 
notice the foregoing principles. 

Questions concerning advertising copy should be directed to 
the Advertising Department of the American Medical Associa- 
tion, 535 N. Dearborn, Chicago 10. 


NEW SERIES ON SEX EDUCATION 

The Joint Committee on Health Problems in Education of the 
National Education Association and the American Medical 
Association have prepared the following new pamphlets on sex 
education: “Learning About Love,” which is for young people 
of both sexes about 16 to 20 years of age; and “Facts Aren't 
Enough,” a pamphlet for adults who have any responsibility for 
children that may create a need for an understanding of sex 
education. These pamphlets are distributed by the two previously 
named associations. 


MEDICAL BOOKS FOR OVERSEAS 

The U. S. Information Services in many countries have in- 
dicated a great need for books and journals in the field of 
medicine for libraries of medical schools and associations. Back 
files of medical journals and books could be usefully distributed 
overseas if mailed to: The U. S. Book Exchange, 1816 Half 

St., S. W., Washington, D. C. 

The following posts have requested medical journals: 

Rio de Janeiro, Brazil: THe JoURNAL of the American Medical 
Association, 

Santiago, Chile: Technical magazines on medicine and nursing. 

Ecuador: Technical periodicals in fields of medicine and 
dentistry. 

Guatemala: Magazines on medicine. 

Managua, Nicaragua: Complete set of THe JouRNAL of the 
American Medical Association for 1953. Sets of other 
medical and public health publications. 

Lima, Peru: Regular shipments of periodicals of technical, pro- 
fessional, and scientific nature. 

Vienna, Austria: Technical journals. 

Berlin, Germany: Professional journals in fields of social wel- 
fare and public health. 

Madrid, Spain: Regular shipments of medical periodicals. 

Alexandria, Egypt: Medical journals (American Journal of Sur- 
gery, Annals of Surgery, American Journal of Nursing, 
Journal of Dental Research, etc.) 25 copies per month. 

Athens, Greece: Technical and professional journals. 

Bangalore, India: Medical Clinics of North America, Tue 
JOURNAL of the American Medical Association. 

Bombay and Hyderabad, India: Journals on health. 

Teheran, Iran: Can use many copies of magazines in field of 
science and medicine. 

Damascus, Syria: Technical and scientific journals most useful, 
especially public health, tuberculosis. 

Taipeh, Formosa: Medical journals. 

Surabaja, Indonesia: Regular shipments medical magazines for 
six organizations. 

Beirut, Lebanon: THe JoURNAL of the American Medical Associ- 
ation and Surgical, Gynecology and Obstetrics for Govern- 
mental Hospital, Baabda. All kinds of medical journals for 
French Faculty of Medicine. 

Buenos Aires, Argentina: Publications on cancer for Rosario 
Institute of Cancer. 

Tegucigalpa, Honduras: Collections of medical and dental books 
for libraries of schools of medicine and dentistry of the 
National University. 


THIRD STANDARD NOMENCLATURE INSTITUTE 

The third series of three day classes covering the practical 
applications of the Standard Nomenclature of Diseases and 
Operations in the hospital or medical clinic will be conducted 
Oct. 10-12 at A. M. A. headquarters, Chicago. Included in the 
short course will be lectures on the theory, basic principles, 
and installation of the No lature relating to the topographic 
section. Practice in coding also will be offered. Lectures on 
theory will be given by Adaline C. Hayden, C.R.L., associate 
editor of Standard N ‘lature, A. M. A., and on anatomy 
by Edward T. Thompson, M.D., chief of programs operations, 
hospital facilities, U. S. Public Health Service, Washington, 
D. C. Classes will be restricted to the first 100 registrants, 
Applications should be sent immediately to Mrs. Hayden at 
A. M. A. headquarters. 
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MEDICAL NEWS 


ALABAMA 

State Medical Election—The Medical Association of the State 
of Alabama recently elected Dr. Frank Chenault, Decatur, presi- 
dent; Dr. Grady Oscar Segrest, Mobile, president-elect; Dr. S. W. 
Windham, Dothan, vice-president; Dr. Douglas L. Cannon, 
Montgomery, secretary-treasurer, 


CALIFORNIA 

Directory of Psychiatrists —The Southern California Psychiatric 
Society is publishing a directory of psychiatrists in Southern 
California. Any psychiatrist in the area who has not received 
an information sheet is urged to request it immediately from 
Dr. Jerome M. Kummer, Associate Editor, Box 305, Santa 
Monica. 


Festschrift for Dr. Bloomfield.—The May issue of the Stanford 
Medical Bulletin is a festschrift, dedicated to Dr. Arthur L, 
Bloomfield, San Francisco, emeritus professor of medicine, 
Stanford University School of Medicine, by more than 150 
former students and colleagues. Dr. Bloomfield, who, after 26 
years of teaching at Stanford, retired in 1954 as head of the 
department of medicine, is a former president of the California 
Academy of Medicine and the American Society for Clinical 
Investigation. During World War IL he also served on the com- 
mittee on medicine of the National Research Council. 


Personal.—Dr. Arthur E. Smith, Los Angeles, was recently. 


awarded an honorary doctor of science degree by Arizona State 
College, Tempe. Dr. Carroll J. Beilis, Long Beach, has been 
declared the winner of the 1955 Mississippi Valley Medical 
Society essay contest for his paper, “The Management of Acute 
Bowel Obstruction,” which he will present at the annual meeting 
of that society in St. Louis, Sept. 28-30. Dr. Edward P. 
Luongo, Los Angeles, has been appointed associate clinical 
professor of medicine (industrial) at the University of California 
Medical School at Los Angeles. Dr. Luongo, recently elected 
Chairman of the Section of Preventive and Industrial Medicine 
and Public Health of the American Medical Association, is a 
director of the Industrial Medical Association. 


KANSAS 


Drive on Tuberculosis.—Dr. Joseph B. Stocklen, controller of 
tuberculosis for Cuyahoga County, was appointed by Governor 
Fred Hall to direct a study program in an all-out effort to 
eliminate tuberculosis in Kansas. Working with him will be Dr. 
Ralph I. Canuteson of Lawrence, director of student health 
service of the University of Kansas, Lawrence-Kansas City, and 
president of the Kansas Tuberculosis Association; Dr. George 
Jackson, director of institutions for the state board of social 
welfare; Dr. Thomas R. Hood, executive secretary of the state 
board of health; and Mr. W. W. Wilmore, executive secretary 
of the Kansas Tuberculosis Association. 


University News.—Dr. Hugh L. Dwyer, clinical professor of 
pediatrics and of preventive medicine, and Dr. LaVerne B. 
Spake, clinical professor of otorhinolaryngology and chairman 
of the hearing and speech department, Kansas University 
Medical Center, Kansas City, became clinical professors emeri- 
tus July 1 in accord with the university age rule. Dr. G. O'Neil 
Proud, professor and chairman of the ear, nose, and throat de- 
partment, has assumed chairmanship of the hearing and speech 
department.——-Dr. Lawrence Peters joined the University of 
Kansas School of Medicine faculty July 1 as professor and chair- 
man of the department of pharmacology, leaving a similar posi- 
tion he had held in the Tulane University of Louisiana School 
of Medicine, New Orleans, since 1953. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


MAINE 


Personal.—Dr. Lester Adams, Hebron, who has retired after 
32 years as superintendent of the Western Maine Sanatorium, 
was honored by the townspeople of Hebron and West Minot 
and several hundred former patients at an open house and 
reception at the sanatorium, Dr, and Mrs. Adams expect to 
make their home in Thomaston. 


New England Health Institute —A program on the aspects of 
health services, entitled “Lighthouses in a Changing World,” 
sponsored by the New England Health Institute, will be held 
at Colby College, Waterville, from Aug. 30 to Sept. 1. Among 
the topics will be local health services, changing patterns in 
family life, human relations in public health, teamwork in re- 
habilitation, tuberculosis control, accident prevention, juvenile 
delinquency, prevention and rehabilitation as applied to housing, 
prevention in dentistry, and prevention of radioactive contami- 
nation of water and aquatic life. Among the speakers will be 
Governor Edmund S. Muskie of Maine; Dr. Albert L. Chapman, 
Washington, D. C., regional medical director, U. S$. Department 
of Health; Dr. Herman E. Hilleboe, Albany, N. Y., commis- 
sioner, New York State Department of Health; and Dr. O. 
Spurgeon English, head, department of psychiatry, Temple Uni- 
versity School of Medicine, Philadelphia. 


MARYLAND 


Dr. Riley to Resign.—Dr. Robert H. Riley, Baltimore, chairman 
of the state board of health for 27 years and a member of the 
department since 1914, has announced his intention to resign 
on Jan. 1, 1956. Dr. Riley will be 76 in August, but under a 
law enacted by the Maryland General Assembly he was entitled 
to life tenure of office. It was under the Riley administration 
that Maryland became the first state in the nation to have full- 
time health services, including trained health officers, in every 
county. 


MASSACHUSETTS 


State Medical Election.—Newly elected officers of the Massa- 
chusetts Medical Society include: Dr. Conrad Wesselhoeft, 
Boston, president; Dr. Harold R. Kurth, Lawrence, president- 
elect; Dr. William A. R. Chapin, Springfield, vice-president; Dr. 
Robert W. Buck, Waban, secretary; Dr. Eliot Hubbard Jr., 
Cambridge, treasurer; and Dr. Norman A. Welch, West Rox- 
bury, assistant treasurer. 


Rehabilitation Facility for Paraplegia Patients—Plans for an 
industrial rehabilitation department and neurosurgical service 
for the treatment of paraplegic patients have been announced 
by the Liberty Mutual Insurance Company and the Haynes 
Memorial department of the Massachusetts Memorial Hospitals, 
Boston, in cooperation with the Boston University School of 
Medicine. The new service will provide a modern rehabilitation 
facility for the over-all care and treatment of neurosurgical 
patients. To house the new department, Liberty Mutual will re- 
build and reequip the east wing of Haynes Memorial Hospital 
to provide a unit with beds and all facilities for 26 paraplegia 
patients, including ambulation and exercise rooms. Dr. Donald 
Munro, the present chief of neurosurgical services, Boston City 
Hospital, who has been a consultant to Liberty Mutual since 
1949, will be head of the new department. 


Personal.—Dr. James Mann, director of clinical psychiatry and 
of research at the Boston State Hospital, has been granted a 
year’s leave of absence beginning Sept. 1, to serve as acting 
director of the department of psychiatry at the Hebrew Univer- 
sity-Hadassah Medical School in Jerusalem. Dr. Mann succeeds 
Dr. Milton Rosenbaum of the University of Cincinnati College 
of Medicine, who has been acting director of the medical school 
in Jerusalem for the past year. Dr. Mann plans to return to his 
post of clinical director at the Boston State Hospital after his 
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year abroad. Dr. Hugo Wolfgang Moser, Watertown, has 
been appointed the first research fellow of the National Multiple 
Sclerosis Society. The appointment supplements the national 
society’s program of research grants, which are awarded to 
investigators working on specific projects. Dr. Wyland F. 
Leadbetter, chief of urology at Mount Auburn Hospital, Cam- 
bridge, has been appointed associate clinical professor of surgery 
at Harvard Medical School and chief of the urologic service at 
the Massachusetts General Hospital, Boston. Dr. Leadbetter, 
formerly professor of urology at Tufts College Medical School, 
served as assistant in genitourinary surgery at the Harvard 
Medical School from 1946 to 1952.——The joint appointment 
of Dr. Howard Ulfelder, Winchester, as chief of staff of the 
Vincent Memorial Hospital, chief of the gynecologic service, 
Massachusetts General Hospital, and clinical professor of gyne- 
cology, Harvard Medical School, Boston, was recently an- 
nounced. 


MICHIGAN 

Society News.—The Upper Peninsula Radiological Society was 
recently formed, and the following officers were elected: Dr. 
L. Grant Glickman, Menominee, president; Dr. T. Boyd Bolitho, 
Marquette, vice-president; and Dr. Arthur J. Gonty, Menominee, 
secretary. Quarterly meetings will be held. 


Addition to Ford Hospital—The 17-story building, recently 
added to the Henry Ford Hospital in Detroit, is designed for 
outpatient care and has operating rooms, staff conference rooms, 
an x-ray department, and laboratories. A teleradiation therapy 


Henry Ford Hospital. A, inpatient rooms (basement being used for 
gastrointestinal outpatient clinic and delivery); B, outpatient clinic (to 
become inpatient rooms); C, administrative and outpatient clinics (part 
will become inpatient rooms); D and E, inpatient rooms; F, Clara Bryant 
Ford Nurses Home for student nurses of the Henry Ford Hospital School 
of Nursing; G, education building for student nurses (contains class- 
rooms, auditorium, swimming pool,.and other recreational facilities); H, 
not yet constructed; 7, auditorium; J, clinic building; A, garage; L, 
Original building of hospital (contains inpatient rooms, Operating rooms, 
and emergency room). 


machine to hold a cobalt bomb has been installed in a third 
floor room, with lead walls backed with concrete. The entire 
third floor is devoted to radiology, the second floor to diagnostic 
clinics, and the fourth floor to operating rooms. The 9 million 
dollar clinic building is designed to handle 4,000 outpatients a 
day. The hospital, which was opened on Oct. 1, 1915, with 
accommodations for 49 patients, now has facilities for about 
700 bed patients. Associated with the hospital is the Henry 
Ford Hospital School of Nursing. 


MINNESOTA 

Dinner for Dr. Dredge.—Dr. Homer P. Dredge was recently 
honored at a dinner in the state hospital in Sandstone, given 
under the sponsorship of the Hartley M. Robey American 
Legion Post. Funds contributed by Dr. Dredge’s friends will be 
used to furnish the waiting room in the Pine County Memorial 
Hospital, now being erected at Sandstone, which Dr. Dredge 
was instrumental in promoting. Dr. Dredge has served Sandstone 
as health officer for over 45 years. 


Society News.—The Minnesota chapter of the Arthritis and 
Rheumatism Foundation was recently founded in Minneapolis, 
with offices at 89 S. 10th St. Elected officers were Dr. Charles 
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H. Slocumb, Rochester, president, and Drs. Macnider Wetherby 
and Cecil J. Watson, Minneapolis, first and second vice- 
presidents respectively. The foundation works for establishment 
of free clinics for treatment and provides for research through 
establishment of scholarship and laboratory grants. 


Personal.—Dr. William L. Benedict, Rochester, was recently 
honored by his alma mater, the University of Michigan, Ann 
Arbor, which conferred on him the degree of doctor of laws. 
Edward A. Boyden, Ph.D., professor emeritus of anatomy, 
University of Minnesota Medical School, who retired as head 
of the department in June, 1954, attended the sixth International 
Congress of Anatomy in Paris, July 25-30, where he served as 
a member of the committee on nomenclature. Dr. Louis A. 
Buie, senior consultant in the section of proctology of the Mayo 
Clinic, Rochester, has been appointed a consultant to the sur- 
geon general of the U. S. Air Force. The appointment will 
involve inspection trips to various medical treatment facilities 
maintained by the Air Force and also special assignments to 
such specific medical problems as may arise from time to time. 
Dr. Buie is a member of the Judicial Council of the American 
Medical Association and Chairman of the Council on Con- 
stitution and Bylaws. Dr. Henry W. Meyerding, Rochester, 
who retired in November, 1949, as professor of orthopedic sur- 
gery in the Mayo Foundation, has been elected an honorary 
member of the Turkish Surgical Association and an honorary 
fellow of the Philippine College of Surgeons. Dr. Meyerding 
recently completed an around-the-world tour by airplane, during 
which time he delivered lectures at various universities and 
surgical meetings. 


NEVADA 


State Medical Meeting in Reno.—The Nevada State Medical 
Association will hold its 52nd annual meeting and the Reno 
Surgical Society its sixth annual conference conjointly at the 
Riverside Hotel in Reno Aug. 18-20. Guest speakers will include: 

Walter C. Alvarez, Chicago, The Little Strokes; Common Causes of 
Functional Abdominal Distress. 

C. H. Hardin Branch, Salt Lake City, Immediate Management of the 
Psychiairic Patient; Attitudes Toward Illness. 

L. Henry Garland, San Francisco, Treatment of Cancer of the Cervix; 
Treatment of Primary Cancer of the Breast. 

Ray F. Goddard, Albuquerque, N. Mex., Respiratory Emergencies of 
the Newborn; Respiratory Problems in Children. 

Robert A. Kimbrough Jr., Philadelphia, Bleeding During Pregnancy; 
Carcinoma of Uterine Fundus. 

J. Lafe Ludwig, Los Angeles, Medical Legislative Problems; V. A. 
Problems and Current Federal Medical Legislation. 

Carl V. Moore, St. Louis, Clinical Significance of Abnormal Hemo- 
globins; Iron Deficiency Anemias: Pathogenesis and Treatment. 

Francis D. Moore, Boston, Practical Measures in Daily Care of Sick 
Surgical Patients; Myths and Fables in Surgical Care. 

A. Neal Owens, New Orleans, Some Aspects in Treatment of Burns; 
Management of Cancer of the Mouth and Oral Cavity. 

Robert A. Scarborough, San Francisco, Surgical Treatment of Divertic- 
ulitis of the Colon; Usefulness and Limitation of Office Procedure 
in Anorectal Surgery. 

David A. Wood, San Francisco, Carcinoma of the Breast with Reference 


to Adrenalectomy in Its Management; Tumors of the Intestinal Tract 
with Emphasis on the Relationship of So-Called “Polyps” to Malig- 
nancy. 


Among the social events will be a cocktail party Wednesday 
evening; a luncheon Thursday noon in the Sky Room, Hotel 
Mapes, where Dr. Ludwig, a member of the Committee on 
Legislation, American Medical Association, will be the speaker; 
and a cocktail party Thursday evening at Roaring Camp, 
Harolds Club. There will be a round-iable luncheon discussion 
Friday noon. The banquet, Friday evening, will have as speaker, 
Ty Cobb. 


NEW YORK 

University News.—The state health department has completed 
arrangements with the University of Buffalo Graduate School 
to establish a new division of the graduate school at the Roswell 
Park Memorial Institute in Buffalo, which, it is anticipated, will 
foster graduate education in fields pertinent to cancer research, 
stimulate investigative programs, and make available unique 
research facilities. An annual lectureship was recently in- 
augurated at the State University Coilege of Medicine at New 
York City in Brooklyn under the auspices of the Austin Flint 
Society. Formerly known as the Medical History Club, the soci- 
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ety changed its name in honor of Dr. Austin Flint, professor 
of practical medicine and pathology on the college’s first faculty 
in 1860.——Dr. Isamu Suda, professor of physiology at the 
Kobe (Japan) Medical School, has been named visting professor 
of physiology at the State University of New York College of 
Medicine at New York City, Brooklyn, for one year, effective 
Sept. 1. Dr. Suda has engaged in special studies on the condi- 
tioned reflex, experimental circulatory shock, and electrical 
phenomena of the central nervous system. 


Report on Cancer Death Rates.—According to Drs. Paul Ger- 
hardt and Vincent Handy, Albany, director and assistant di- 
rector, respectively, of the Bureau of Cancer Control, there has 
been a steady rise in the cancer death rate among men in up- 
state New York, while the cancer death rate among women 
has continued to drop. The continued rise in cancer deaths 
among men is attributed largely to the “alarming increase in 
lung cancer among the male population.” The lung cancer death 
rate increased 505% in men but only 55% among women in the 
20 year period from 1931-1933 to 1951-1953. The over-all male 
cancer death rate increased 21% in the period from 1931-1933 
to 1951-1953, although the male death rate in several cancer 
sites declined during the same period by the following amounts: 
skin, 38%; stomach and duodenum, 42%; liver and_ biliary 
passages, 47%; lip, 68% ; and mouth, 60%. Drs. Gerhardt and 
Handy report that the cancer death rate among women has 
been steadily declining to the point where a woman’s chances 
of dying of this disease today are 16% lower than they were 
20 years ago, due largely to a 43% decrease in the death rate 
from cancer of the uterus. Cancer or the breast shows a 3% 
increase in mortality, rising from 29.30 per 100,000 population 
in 1931-1933 to 30.28 in 1951-1953. The over-all cancer mor- 
tality rate for both sexes increased only 3.4% (from 166.7 
deaths per 100,000 in 1945 to 172.3 per 100,000 population 
in 1953), but the incidence rate rose 20.3% (from 239.3 to 
287.8 cases per 100,000 population) in the same period. 


New York City 


Research in Arteriosclerosis.—A gift of $150,000 has been made 
to New York Medical College, Flower and Fifth Avenue 
Hospitals to establish a laboratory for research in causes of 
and treatment for arteriosclerosis. The laboratory will be con- 
structed on the fifth floor of the new building, contiguous with 
the present structure on Fifth Avenue between 105th and 106th 
streets, that the college is erecting as part of a 10 year expansion 
and development program. Dr. Harold B. Eiber has been named 
research director for the laboratory. 


Personal.—Dr. David H. Goldstein has been promoted from 
associate professor to professor of the department of industrial 
medicine, New York University Post-Graduate Medical School. 
Dr. Goldstein, who is also medical director of the New York 
Times and medical director of the New York University-Belle- 
vue Medical Center Cancer Prevention and Detection Center, 
has held teaching appointments with New York University 
College of Medicine in physiology and preventive medicine from 
1936 to 1943 and since 1946. 


Services for the Handicapped.—The bureau for handicapped 
children of the New York City Department of Health announces 
that the following hospital centers, to which practicing physi- 
cians may refer their patients directly, have been approved for 
the diagnosis, treatment, and rehabilitation of the handicapped: 
Hearing centers: (1) Manhattan Eye, Ear and Throat Hospital and 
(2) Presbyterian Hospital. 
Cleft palate centers: (1) Mount Sinai Hospital and (2) New York Hos- 


Poliomyelitis respiratory centers: (1) Goldwater Memorial Hospital 
and (2) Mount Sinai Hospital. 


Cerebral palsy center: Bird S$. Coler Memorial Hospital and Home. 


Study Program in Human Health.—The New York Hospital- 
Cornell Medical Center has established a study program de- 
signed to investigate the manner in which man’s reaction to 
his environment affects his health. The investigation will be 
concerned with cultural, social, and interpersonal aspects of 
human life situations. The study program, under the sponsor- 
ship of the department of medicine, is being carried out through 


J.A.M.A., July 30, 1955 


a special medical clinic organized for the investigation of bodily 
disorders in which the setting of the illness, as perceived by 
the patient, can be studied intensively. The clinic is under the 
direction of Dr. Harold G. Wolff. Medical training is super- 
vised by Dr. Lawrence E. Hinkle Jr., Dr. Adrian M, Ostfeld, 
and the staff of attending physicians; a psychiatrist, a cultural 
anthropologist, and a clinical psychologist are in attendance for 
consultation. The clinic provides an opportunity for the training 
of undergraduate and graduate students under circumstances 
that permit a broad study of individual patients and their rela- 
tions to their total environment. 


NORTH CAROLINA 


Duke Center Celebrates Silver Anniversary.—Duke University 
School of Medicine and Duke Hospital, Durham, celebrated 
their 25th anniversary on July 21. Since the opening day, Duke 
Hospital has admitted 310,972 patients from ali 48 states and 
some 14 foreign countries. Duke doctors have treated 2,864,420 
ambulatory patients. The medical school has graduated 1,575 
doctors and provided postgraduate training for almost 1,000 
others. The school of nursing has graduated 1,000 nurses, and 
the medical center has trained 1,000 persons in allied medical 
fields. The featured visiting speaker, Dr. Edward L. Turner, 
Chicago, Secretary, Council on Medical Education and Hos- 
pitals, American Medical Association, had as his topic “What 
Duke University Hospital Has Meant to Medical Education 
and Medical Care.” 


TEXAS 


County Society Fund to Aid Students.—An educational trust 
fund, said to be the first in the nation established by a county 
society, has been created by El Paso County Medical Society 
to provide financial assistance to needy and qualified medical 
students. Any medical student from El Paso County who is 
attending an accredited medical school in North America may 
apply to the fund for a loan by writing the El Paso County 
Medical Society’s educational committee, which is composed 
of Dr. Maurice P. Spearman, chairman, Dr. Louis W, Breck, 
and Dr. Russell L. Deter. Selection will be determined by the 
student's financial need and ability. The fund, which has a life- 
time of 25 years, is supported by annual assessments of members 
of the El Paso County Medical Society. The society will accept 
bequests but will not engage in solicitation, 


VERMONT 


Seminars on Heart Disease.—The Vermont Heart Association, 
in cooperation with the University of Vermont College of 
Medicine, Burlington, will sponsor a seminar on heart disease 
by Dr. Wilhelm Raab, head of the cardiovascular research unit, 
University of Vermont, at the Bishop DeGoesbriand Hospital, 
Sept. 14-15. A seminar on the electrocardiographic diagnosis of 
auricular and ventricular hypertrophy and strain will be given 
by Dr. Eugene Lepeschkin, associate professor of experimental 
medicine, and Dr. Borys Surawicz, instructor of medicine and 
research associate in experimental medicine at the University 
of Vermont, Sept. 16-17. Dr. Robert P. Grant of the National 
Heart Institute in Bethesda, Md., and Dr. E. Cabrera of the 
National Institute of Cardiology in Mexico City will be the guest 
speakers. For information concerning the seminars write to 
Drs. Raab or Lepeschkin. 


WASHINGTON 


Society News.—On May 21 the Washington State Society of 
Allergy was formally organized, and the following officers were 
elected: president, Dr. Lester W. Mittelstaedt, Seattle; vice- 
president, Dr. Robert A. Stier, Spokane; secretary-treasurer, Dr. 
Lois Frayser, Seattle; members of the council, Drs. Howard L. 
Hull, Yakima, James E. Stroh, Seattle, Leslie E. Hildebrand, 
Wenatchee, and Alexander R. Altose, Seattle. The next meeting 
will be held in Seattle in September at the time of the meeting 
of the Washington State Medical Association. Any physician 
applying allergy to his practice is eligible as an associate member 
and may apply to the secretary, Dr. Lois Frayser, 1125 Medical 
Dental Bldg., Seattle. 
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GENERAL 


Bacteriologists to Establish Certifying Boards.—At its SSth 
annual convention in New York May 8-12, the Society of 
American Bacteriologists initiated plans for the creation of an 
organization that will be empowered to set up certifying boards 
and also to engage in other activities designed to raise the 
standards of performance and to enhance the prestige of micro- 
biologists. 


Hospital Publication Announces Changes.—According to Dr. 
Edwin L. Crosby, Chicago, director of the American Hospital 
Association, Hospitals, the journal of the association, will be 
published twice monthly, beginning Jan. 1, 1956. The editorial 
staff is being expanded. Subscription and advertising rates are 
being increased to meet higher publishing costs, increased postal 
rates, and increased staffing costs. 


Research on Schizophrenia.—Grants totaling $71,500 for 17 
projects involved in research on schizophrenia were recently 
announced by F. Barry Ryan Jr., president of the National 
Association for Mental Health. The grants were made from a 
$75,000 fund provided by the Supreme Council, 33rd Degree, 
Scottish Rite, Northern Masonic Jurisdiction, to the National 
Association for Mental Health. In the last 21 years the fund 
has given the association more than a million dollars for re- 
search projects active in tracing down information about 
schizophrenia. The fund’s program is set forth in a brochure, 
“Light for Clouded Minds,” prepared by Lester Grant with the 
technical assistance of Dr. William Malamud, Boston, medical 
director of research for the Scottish Rite, and in a report, “The 
Scottish Rite Medical Research Program,” by Dr. Malamud. 


Sanitary Engineering Certification Board.—At its meeting in 
St. Louis in June, the board of direction of the American Society 
of Civil Engineers approved a proposed plan for establishing a 
national board of certification for sanitary engineers. The cer- 
tifying agency, which will be housed in the headquarters of the 
American Society of Civil Engineers at New York, will be 
operated jointly with other professional organizations, including 
the American Public Health Association, interested in sanitary 
engineering professional development. The certifying operation, 
which will be similar to those already used by the medical 
profession for recognizing specialized competencies, is the first 
national certifying device ever adopted by the engineering pro- 
fession. The establishment of the sanitary engineering board is 
the outcome of more than three years of organizational efforts 
toward this end. 


Inter-American Scholarships.—The Inter-American Foundation 
for Postgraduate Medical Education (342 Madison Ave., New 
York) announces fellowship awards totaling $11,400 to seven 
physicians from Argentina, Chile, Peru, and Mexico for ad- 
vanced medical training in the United States. The funds were 
provided through a grant from the Gustavus and Louise Pfeiffer 
Research Foundation. The Inter-American Foundation, estab- 
lished “to help improve medical education in South American 
and Latin American countries and to promote friendly inter- 
American relationships” and supported by contributions from 
drug companies, general industry, and foundations, has awarded 
20 fellowships and supplemental grants in the past two years. 
Dr. Alberto Chattas, Cordoba, Argentina, is executive director; 
Dr. George M. Guest, Cincinnati, is president; and Mr. E. R. 
Leibert, New York City, is executive secretary. 


Multiple Sclerosis Heredity Study.—According to the National 
Multiple Sclerosis Society, which is conducting a nationwide 
search for identical twins, one or both of whom suffer from 
multiple sclerosis (THE JOURNAL, July 24, 1954, page 1174; 
Sept. 18, 1954, page 262), there are 300 to 400 such sets in the 
United States. This conclusion was reached through studies by 
Dr. Leonard T. Kurland, chairman of the committee on epidemi- 
ology of the society (270 Park Ave., New York). Dr. Kurland’s 
figures were arrived at following the location of 33 sets of 
twins, one of each pair having multiple sclerosis. The search 
was initiated in an effort to aid scientists at the University of 
Illinois under the direction of Dr. Roland P. Mackay, Chicago, 
in their investigation of the possible causes of multiple sclerosis. 


MEDICAL NEWS 1179 


The society is issuing another appeal to locate the approximately 
350 “missing” sets of twins. Persons who know of twins either 
identical or fraternal who have this disease are urged to com- 
municate with Ntinos Myrianthopoulos, the Dight Institute for 
Human Genetics, University of Minnesota, Minneapolis. 


Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories and 
possessions in the weeks ended as indicated: 


July, 9, 1955 
— 
Total 
Paralytie Cases 


Area Type Reported Total 
New gg States 
nen 1 3 1 
20 | 6 
Middle Atlantic States. 
9 95 92 
East North Central States 
6 Is 34 
West North Central States 
7 13 12 
South States 
Dis trict of Columbi 1 
3 7 10 
South Carolina........ 6 12 11 
East South Central States 
West South Central States 
Mountain States 
l tah.. 1 
Pacifie States 
T erritories and Possessions 
5 


Pediatric Residency Fellowships.—The American Academy of 
Pediatrics will grant 12 or more fellowships for pediatric resi- 
dents for a period of six months to one year. These fellowships, 
made possible by a grant from Mead Johnson & Company, 
have been created to enable young physicians in financial need 
to complete their pediatric training. The fellowships, which will 
be granted as of July 1, 1956, carry a stipend of $500 to $1,000, 
depending on the need and the length of time required to com- 
plete training. Deadline for receipt of applications will be 
March 1, 1956. Requirements for the awards are: (1) a letter 
from the chief of service indicating that the proposed individual 
has completed, or will have completed by July 1, 1956, one 


- year of pediatric training credited by the American Board of 


Pediatrics; that the resident has performed his work ably; and 
that there is real need for financial assistance; (2) a letter from 
the resident requesting the fellowship, stating that he intends 
to enter pediatric private practice at the conclusion of his second 
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year of training. Those interested in applying may correspond 
with the American Academy of Pediatrics, 610 Church St., 
Evanston, Ill. 


Meeting of National Medical Association—The National 
Medical Association will hold its 60th annual convention at the 
Hotel Alexandria, Los Angeles, Aug. 8-11, under the presidency 
of Dr. Matthew Walker, Nashville, Tenn. The sessions will open 
at 10 a. m. Monday with a symposium on peptic ulcer, in which 
Dr. William P. Longmire Jr., Los Angeles, will discuss the 
surgical approach and Dr. Ross Golden, New York, will talk 
on radiology in peptic ulcer. The symposium will be followed 
by “Preventive Aspects of Chronic Disease” by Dr. Arnold B. 
Kurlander, director, Chronic Disease Program, U. S. Public 
Heaith Service, Washington, D. C. The presidential address 
Tuesday morning will be followed by greetings from the 
A. M. A., presented by Dr. Dwight Murray, Napa, Calif. 
President-Elect of the American Medical Association. A public 
meeting has been scheduled for Tuesday, 7:45 p. m., at the 
Bovard Auditorium, University of Southern California campus 
(3518 University Ave.). The guest speaker will be Goodwin J. 
Knight, governor of California. The general assembly will meet 
at the Los Angeles County General Hospital on Wednesday, 
where a symposium on infertility will be presented at 10 a. m. 
by the following panel: Dr. Lewis Michelson, San Francisco, 
and Dr. Sheldon A. Payne, Dr. Richard E. Ottoman, Dr. Ed- 
ward T, Tyler, and James Peterson, D.D., Ph.D., Los Angeles. 
The golf tournament will begin Monday, 8:30 a. m., at Fox 
Hill Country Club golf course. The president’s ball is scheduled 
for Thursday evening, and other social events will include a 
trip to Catalina, a tour of the city and Hollywood, and a barbe- 
cue Sunday at the ranch of Dr. N. Curtis King, Lake Elsinore, 
Calif. The woman's auxiliary will meet simultaneously. 


LATIN AMERICA 

Congress on Rheumatic Diseases.—The first Pan American 
Congress on Rheumatic Diseases will be held in Rio de Janeiro 
and Sao Paulo, Brazil, Aug. 14-20. The official subjects include: 
Rheumatoid Arthritis; Treatment of Rheumatoid Spondylitis; 
Osteoarthritis; Nonarticular Rheumatism; Rheumatic Fever; 
and Basic Studies of Collagen Tissue. Participants from the 
United States include: Dr. Robert Stecher, Cleveland, and Drs. 
Otto Steinbrocker, Richard H. Freyberg, and Charles Ragan, 
New York. 


Meeting of Pacific Dermatologic Association.—The seventh an- 
nual meeting of the Pacific Dermatologic Association will con- 
vene in Mexico City Aug. 22-24 under the presidency of Dr. 
Maximilian E. Obermayer, Los Angeles. The session Monday 
morning will be held at the Institute of Cardiology, where the 
presidential address, “Dermatology in Mexico: A Study of Its 
Contributions,” will be delivered at 9:45 a. m. The Monday 
afternoon session at the General Hospital, service of derma- 
tology, will consist of a demonstration of leprosy by Dr. 
Fernando Latapi and staff, Mexico City. Tuesday morning will 
be devoted to a clinicopathological conference. Dr. Hamilton 
Montgomery, Rochester, Minn., will serve as guest moderator. 
A demonstration of tropical diseases other than leprosy is 
scheduled for Wednesday morning at the General Hospital. A 
joint clinical meeting will be held at the hospital in the after- 
noon. Patients will be presented by the Mexican Society of 
Dermatology. Wednesday evening there will be a banquet for 
members, guests, and ladies. 


FOREIGN 


International Medical Congress in Verona.—Under the auspices 
of the United Verona Hospitals, the International Medical Days 
will be held in Verona, Italy, Sept. 1-4, at Palazzo della Gran 
Guardia, Piazza Bra. The topics for discussion include: (1) the 
theory of stress in contemporary medicine; (2) the current prob- 
lem of virus infections; and (3) cirrhosis of the liver in medicine 
and surgery. For information, address the International Medical 
Congress, %o Offices of the International Verona Fair, Piazza 
Bra., Verona, Italy. 
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Australasian Medical Congress.—The ninth session of the 
Australasian Medical Congress (British Medical Association) 
will be held at Sydney, Australia, Aug. 20-27, under the presi- 
dency of Sir Archibald Collins. The New South Wales branch 
of the British Medical Association will act as host for the session, 
The subjects for the plenary sessions are Cancer; the Control 
of Infectious Diseases; Rehabilitation; Industrial and Occupa- 
tional Hazards to Health; and Use and Abuse of Hormones in 
Medical Practice. Dr. Louis H. Bauer, Hempstead, N. Y., past- 
president of the American Medical Association, will deliver the 
Henry Simpson Newland Oration. 


International Congress of Plastic Surgery.—Under the sponsor- 
ship of the Scandinavian Association of Plastic Surgeons, the 
first International Congress of Plastic Surgery will convene in 
Stockholm and Uppsala, Sweden, Aug. 1-5. One delegate from 
each country represented at the congress will meet Wednesday 
afternoon to discuss the formation of an International Associ- 
ation of Plastic Surgeons. Thursday at 8:30 a. m. there will be 
a bus trip to Uppsala, where scientific sessions will be followed 
by an exhibition of ancient medical books from the famous 
Waller collection at Uppsala University Library. The afternoon 
will be devoted to a symposium on burns, after which the group 
will return to Stockholm. The closing ceremony will be held 
at the general assembly Friday, 4-5 p. m. The social program 
includes a reception and cocktails in the Town Hall (Stadshuset), 
Stockholm, by invitation of the city council, Monday evening; 
a boat trip to Drottningholm Palace, royal summer residence, 
including a performance in its 18th century theatre, Wednesday, 
5 p. m., followed by an informal congress dinner; and a banquet 
Friday, 7 p. m. A postcongress excursion, by boat, to the Stock- 
holm Archipelago is projected. Among the scientific presenta- 
tions will be a paper entitled “Recent Advances in Rotary 
Abrasive Techniques for the Correction of Acne Scars and 
Other Skin Defects” and a report on “Freon Mixture” by Dr. 
Joseph J. Eller, New York City. Dr. Morton I. Berson, New 
York City, will present a lecture, “Construction of Auricle,” 
illustrated by a film showing the step-by-step construction of 
an auricle for complete absence, with the use of pedicle, 
cartilage, and split-skin grafts. Communications should be ad- 
dressed to: First International Congress of Plastic Surgery, Tord 
Skoog, M.D., Uppsala, Sweden. 


CORRECTION 


Fee for Licensure.—In table 25 on page 291 of THE JouRNAL 
of May 28 it was indicated by a footnote that the fee for 
licensure on the basis of the certificate of the National Board 
of Medical Examiners was $25. The fee charged for license 
on the basis of reciprocity from another state or on the basis 
of credentials from the national board should have been listed 
as $100. 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1955 Clinical Meeting, Boston, Nov. 29-Dec. 2, 
1956 Annual Meeting, Chicago, June 11-15, 
1956 Clinical Meeting, Seattle, Noy. 27-30. 
1957 Annual Meeting, New York, June 3-7. 
AMERICAN MEDICAL ASSOCIATION PuBLIC RELATIONS INSTITUTE, Drake 


Hotel, Chicago, Aug. 31- Sept. 1. Mr. Leo E, Brown, 535 N. Dearborn 
St., Chicago 10, Director. 


AMERICAN ASSOCIATION OF NURSING HOMES, Hotel Muehlebach, Kansas 
City, Mo., Sept. 19-21, Mr. Ira O. Wallace, P.O. Box 366, New Castle, 
Ky., Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLOGISTS AND ABDOMINAL 
SuRGEONS, The Homestead, Hot Springs, Va., Sept. 8-10. Dr. Frank 
R. Lock, Bowman Gray School of Medicine, Winston-Salem, N. C., 
Secretary, 

AMERICAN COLLEGE OF HoOsPITAL ADMINISTRATORS, Convention Hall, 
Atlantic City, N. J., Sept. 17-19. Mr, Dean Conley, 620 North Michigan 
Ave., Chicago 11, Executive Director. 
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AMERICAN CONGRESS OF PHYSICIAL MEDICINE AND REHABILITATION, Hotel 
Statler, Detroit, Aug. 28-Sept. 2. Dr. Frances Baker, 30 North Michigan 
Ave., Chicago 2, Secretary. 

AMERICAN FRACTURE ASSOCIATION, Hotel Fontainebleau, Miami Beach, 
Fla., Sept. 19-22. Dr. Homer D. Junkin, Paris Hospital, Paris, Ill., 
Secretary. 

AMERICAN HOsPITAL ASSOCIATION, Traymore Hotel, Atlantic City, N. J., 
Sept. 19-22. Dr. Edwin L. Crosby, 18 East Division St., Chicago 10, 
Director. 


AMERICAN PHYSIOLOGICAL SOCIETY FALL MEETING, Tufts College, Medford, 
Mass., Sept. 6-9. Dr. Allan C. Burton, Univ. of Western Ontario, 
London, Ont., Canada, Secretary. 

AMERICAN ROENTGEN Ray Society, Palmer House, Chicago, Sept. 20-23. 
Dr. Barton R. Young, Germantown Hospital, Philadelphia 44, Secretary. 

AMERICAN VETERINARY MEDICAL ASSOCIATION, Radisson Hotel and Audi- 
torium, Minneapolis, Aug. 15-18. Dr. J. G. Hardenbergh, 600 South 
Michigan Blvd., Chicago 5, Executive Secretary. 

BIOLOGICAL PHOTOGRAPHIC ASSOCIATION, Wisconsin Hotel, Milwaukee, Aug. 
30-Sept. 2. Miss Jane H. Waters, c/o Pavelle Color, Inc., 533 W. 57th 
St., New York 19, Executive Secretary. 

Cotorapdo State Mepicat Society, Shirley-Savoy Hotel, Denver, Sept. 
20-23. Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 2, Execu- 
tive Secretary. 

INDUSTRIAL HEALTH CONFERENCE, Shamrock Hotel, Houston, Texas, Sept. 
22-23. Dr. Sidney Schnur, 411 Medical Arts Bldg., Houston 2, Texas, 
Chairman. 

MONTANA MEDICAL ASSOCIATION, Baxter Hotel, Bozeman, Sept. 15-18. Mr. 
L. R. Hegland, P.O. Box 1692, Billings, Executive Secretary. 

NATIONAL MEDICAL ASSOCIATION, Los Angeles, Aug. 8-11. Dr. John T, 
Givens, 1108 Church St., Norfolk 10, Va., General Secretary. 

NEVADA STATE MepicaL ASSOCIATION, Riverside Hotel, Reno, Aug. 18-20. 
Dr. William A. O’Brien III, 505 Chestnut St., Reno, Secretary. 

New ENGLAND HEALTH INstTITUTE, Colby College, Waterville, Me., Aug. 
30-Sept. 1. Dr. Edward W. Colby, City of Portland Health Dept., 
Portiand, Me., Chairman. 

Pacific DERMATOLOGIC AssocIATION, Mexico, D. F., Mexico, Aug. 22-24. 
Dr. Ben A. Newman, 436 N. Roxbury Drive, Beverly Hills, Calif., 
Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, William Penn Hotel, 
Pittsburgh, Sept. 18-23. Dr. Harold B. Gardner, 230 State St., Harris- 
burg, Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Jamestown, N. D., Sept. 10. Mr. E. R. Loveland, 4200 Pine St., Phila- 
delphia 4, Executive Secretary. 

RENO SURGICAL Society, Reno, Nev., Aug. 18-20. Dr. James R. Herz, 509 
Humboldt St., Reno, Nev., Secretary. 

Rocky MOUNTAIN RADIOLOGICAL Society, Shirley-Savoy Hotel, Denver, 
Aug. 18-20. Dr. John H. Freed, 4200 East 9th St., Denver 20, 
Secretary. 

SocteTy OF GENERAL PHYSIOLOGISTS, Marine Biological Laboratory, Woods 
Hole, -Mass., Sept. 9-10. Dr. A. M. Shanes, National Institutes of 
Health, Bethesda 14, Md. 

SOUTHWESTERN SURGICAL CONGRESS, Muehlebach Hotel, Kansas City, Mo., 
Sept. 5-7. Dr. C. M. O'Leary, 207 Plaza Court Bidg., Oklahoma City, 
Secretary. 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, Convention Hall, 
Philadelphia, Sept. 12-15. Dr. Karl Meyer, 1516 Lake Shore Drive, 
Chicago 10, Secretary. 

Uran State Mepicat Association, Union Bldg., Salt Lake City, Sept. 
8-10. Mr. H. Bowman, 42 S. Fifth East St., Salt Lake City 2, Execu- 
tive Secretary. 

WASHINGTON STATE MEDICAL ASSOCIATION, Olympic Hotel, Seattle, Sept. 
11-14. Dr. Frederick A. Tucker, 1309 Seventh Ave., Seattle 1, Secretary. 

WESTERN ASSOCIATION OF RAILWAY SURGEONS, Las Vegas, Nev., Sept. 
22-24. Dr. Leo L. Stanley, 1322 Fifth Ave., San Rafael, Calif., Sec- 
retary. 

West VIRGINIA STATE MEDICAL ASSOCIATION, White Sulphur Springs, 
Aug. 18-20. Mr. Charles Lively, P. O. Box 1031, Charleston 24, Execu- 
tive Secretary. 

FOREIGN AND INTERNATIONAL 

AUSTRALASIAN MEDICAL ConGress, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia. 

CANADIAN SOCIETY FOR THE STUDY OF FeErTILITy, Royal York Hotel, 
Toronto, Ont., Canada, Oct. 6-8. Dr. Earl R. Plunkett, 469 Waterloo St., 
London, Ont., Canada, Secretary. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snellmansgatan 16 C 36, Helsinki, Finland. 

CONGRESS OF INTERNATIONAL SOCIETY FOR RESEARCH ON ANESTHESIA, Miami 
Beach, Fla., U.S.A., Mar. 12-15, 1956. For information write: Dr. R. J. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U A 

INTERNATIONAL ACADEMY OF LEGAL AND SociaAL MEDICINE, Plenary Con- 
ference, Genes, Italy, Oct, 13-17. Prof. Domenico Macaggi, Institut de 
Medicine legale, Universite de Genes, Genes, Italy, President. 

INTERNATIONAL CONFERENCE OF MEDICAL LIBRARIANS AND REFERENCE 
LiBRARIANS, University Hall, Brussels, Belgium, Sept. 10. For informa- 
tion address: Miss Ch de Looze, Librarian ©: Oeuvre Nationale Belge 
de Defense contra la Tuberculose, 56, rue de la Concorde, Brussels, 
Belgium, 
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INTERNATIONAL CONFERENCE ON RADIOBIOLOGY, Cambridge, England, Aug. 
14-17, For information write: Dr. Barbara E. Holmes, Dept. of Radio- 
therapeutics, Univ. of Cambridge, Downing St., Cambridge, England. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIocHEMISTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Deicour, Liége, Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Buenos 
Aires, Argentina, 8. A., Nov. 19-24, 1956. Dr. Max Thorek, 1516 Lake 
Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHOESOPHA- 
GOLOGY, Buenos Aires, Argentina, S. A., Oct. 28-29. Dr. Juan Carlos 
Arauz, Cangallo 4015, Buenos Aires, Argentina, S. A., Secretary General. 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF MEDICAL PROFESSIONAL JURISDICTION, MEDI- 
CAL ETHICS, AND COMPARATIVE MEDICAL Law, Paris, France, Sept. 30- 
Oct. 3. Dr. J. R. DeBray, Conseil National de L’Ordre des Medécins, 
60, Boulevard Latour-Maubourg, Paris 7e, France, Secretary General. 

INIERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Istanbul, 
Turkey, Aug, 28-Sept. 1. Dr. J. Voncken, International Committee of 
Military Medicine and Pharmacy, 79 rue Saint Laurent, Liege, Belgium, 
Secretary-General. 

INTERNATIONAL CONGRESS OF NeEO-HIPPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Prof. P. Delore, 13 rue Jarente, Lyon, 
France, Secretary-General. 

INIERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey, Maida Vaie Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet, Copenhagen, Denmark, 
President. 

INTERNATIONAL CONGRESS OF PHysICAL MEDICINE, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsaia, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7, 
Mexico, Secretary General. 

INTERNATIONAL CONGRESS ON Urinary LitHasts, Evian, France, Sept. 2-4. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF WORLD CONFEDERATION FOR’ PHYSICAL 
THERAPY, New York, New York, U. S. A., June 17-23, 1956. For infor- 
mation address: Miss Mildred Elson, American Physical Therapy Asso- 
ciation, 1790 Broadway, New York 19, New York, U.S. A. 

INTERNATIONAL GENERAL MEDICAL CONGRESS, University of Rosario Med- 
ical College, Rosario, Argentina, S. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, S. A., Chairman. 

INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For informa- 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 

INTERNATIONAL OFFICE OF DOCUMENTATION OF MILITARY MEDICINE, Istan- 
bul, Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, 79 rue Saint Laurent, 
Liege, Belgium, Secretary-General. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brussels, 
Belgium. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stockholm 60, Sweden. 

INTERNATIONAL VITAMIN E Conoress, Cini Foundation, Island of San 
Giorgio Maggiore, Venice, Italy, Sept. 5-8. Prof. Emilio Raverdino, 
via Pietro Verri 4, Milano, Italy, Secretary. 

NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 
Secretary. 

PAN AMERICAN CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Men- 
doza City, Argentina, S. A., Oct. 22-26. For information address: 
Secretary, Caseros Ay. 2154, Buenos Aires, Argentina, S. A. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, §. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 

PAN AMERICAN CONGRESS ON RHEUMATIC Diseases, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., Aug. 14-20. For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. A. 

PAN AMERICAN MEDICAL SocIAL CONVENTION, Bogota, Colombia, S. A., 
Oct. 15-22. Dr. Leopoldo E. Araujo, Avenida de los Presidentes Num. 
506, Apartado 2589, La Habana, Cuba, Secretary. 
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VENEZUELAN CONGRESS OF MEDICAL Sciences, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

WorLD CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 


Wortp CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, S. Andrea della Dame, 
19, Naples, Italy. 

Wor_p CONGRESS OF JEWISH PHysICIANS, Haifa, Tel-Aviv, Jerusalem, 
Israel, Aug. 10-17. Dr. Z. Avigdori, P.O.B. 1342, Jerusalem, Israel, 
Chairman. 

WorRLD FEDERATION FOR MENTAL HEALTH, Istanbul, Turkey, Aug. 21. For 
information write: Miss E. M. Thornton, 19 Manchester St., London, 
W.1, England. 

WorLD MEDICAL ASSOCIATION, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


CALIFORNIA: Written. Los Angeles, Aug. 22-25; and Sacramento, Oct. 17-20. 
Oral and Clinical Examinations for Foreign Medical School Graduates. 
Los Angeles, Aug. 21; and San Francisco, Nov. 13. Oral Examination for 
Reciprocity Applications. Los Angeles, Aug. 20; and San Francisco, 
Nov. 12. Sec., Dr. Louis E. Jones, Room 536, 1020 N St., Sacramento. 

MONTANA: Examination and Reciprocity. Helena, Oct. 4-5, Sec., Dr. 
Sidney A. Cooney, 7 West 6th Ave., Helena. 

New HAMPSHIRE: Examination and Reciprocity. Concord, Sept. 14. Sec., 
Dr. John S. Wheeler, 107 State House, Concord. 

New Mexico:* Examination and Reciprocity. Santa Fe, Nov. 21-22. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

Ono: Endorsement. Columbus, Aug. 29-30 and Oct. 3-4. Sec., Dr. H. M. 
Platter, Wyandotte Bldg., Columbus 15. 

ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. John E. Kennedy, Agana. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

CoLorapo: Examination. Denver, Sept. 14-15. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 

MICHIGAN: Examination and Endorsement. Detroit and Ann Arbor, Oct, 
14-15. Sec., Mrs. Anne Baker, 410 W. Michigan Ave., Lansing 15. 

OKLAHOMA: Examination. Oklahoma City, August 26-27. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OreGON: Examination, Portland, Sept. 10 and Dec. 3. Sec., Mr. Charles D. 
Byrne, State Board of Higher Education, Eugene. 

Texas: Examination. Various cities to be determined by number of appli- 
cants from the various areas, October. Sec., Brother Raphael Wilson, 
407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, Sept. 23; Milwaukee, Dec. 3. Sec., 
Mr. William H. Barger, 621 Ransom St., Ripon. 

ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


*Basic Science Certificate required. 


MAGAZINE-TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Monday, Aug. 1 


NBC-TV, 9 p. m. EDT. “Medic” repeats “Boy in the 
Storm” from last season’s programs. 


J.A.M.A,, July 30, 1955 


MAGAZINES 


Woman’s Home Companion, August, 1955 


“New Promise of Easier Childbirth,” by Robert Landes- 
man, M.D. 
An assistant professor at Cornell University Medical School 
says “the key to medicine’s new ability to make childbirth 
safer and easier is the recent mastering of the hormone 
oxytocin (Pitocin) which controls labor.” 


Reader’s Digest, August, 1955 
“This Bosom Business,” by Goodrich C. Schauffler, M.D. 

The author decries the “exaggerated interest in the female 
breast . . . stimulated by the press, the movies, TV and 
radio.” He says “what worries most physicians is that the 
breasts are becoming over-emphasized symbols of sex and 
that their splendid biological purpose is rapidly falling into 
the discard.” He recommends a renewed interest in breast 
feeding “for the health of the baby, for the health of the 
mother, for the pleasure of both.” 


“Young Man in White,” by Quentin Reynolds 


An ace reporter reports on a day in the life of a surgical 
intern. Included in the article is information on the total 
cost of medical education and intern and resident salaries. 


“Six Ways to Beat the Heat,” by Ruth and Edward Brecher 


Condensed from the August issue of Today's Health, the 
article explains the workings of the body’s “cooling sys- 
tem” and concludes with six suggestions for keeping com- 
fortable when the mercury soars: drink liquids, increase 
salt intake, relax, use fans to circulate air, keep heads of 
small children moistened, and avoid too much exposure to 
sun. 


Family Circle, August, 1955 
“That Amazing Postnatal Recovery,” by Evelyn Emig Mellon 


An explanation of the puerperium period after childbirth, 
with a description of physical changes in the new mother’s 
body and advice on how she should care for herself. 


Redbook, August, 1955 


“The Most Crucial Hour of Life,” by J. D. Ratcliff 


“A baby’s chances of survival are greater today than ever 
before—and they should be even greater as we continue 
to unravel the mysteries of birth.” According to the author, 
among the ways dangers are being minimized are: use of 
Nisentil to give the mother a high degree of pain relief 
with almost no unfavorable effects on the infant; availa- 
bility of equipment to administer oxygen; more caution in 
using forceps; improved methods of handling premature 
babies; and “the intelligent use of Caesarean delivery.” He 
also says childbirth should become still safer when hos- 
pitals have a device developed at Johns Hopkins Medical 
School that gives a continuous record of the baby’s pulse 
during the delivery process, 


Household, August, 1955 
“Facial Scars—A New Cure,” by Eileen Burke 


“Over 500 physicians around the country—mostly derma- 
tologists or plastic surgeons—are equipped to handle plastic 
planing.” The process involves “freezing” the face, then 
planing superficial scar tissue away with a wire brush. The 
author quotes Dr. Abner Kurtin, who is credited with de- 
veloping the process, as saying cost of the procedure would 
average $300. 


Saturday Evening Post, July 23, 1955 


“How It Feels to Catch Fire,” by Richard Powell Carter 


When the author came down with herpes zoster he started 
a search, first for a treatment, then for information on 
the condition. He reports that “there is little doubt that 
it is a virus” and that cortisone has been used with some 
success, but the medical profession has no cure. 
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DEATHS 


Speed, Kellogg * of Highland Park, Ill., and Laguna Beach, 
Calif., died at the Presbyterian Hospital, Chicago, July 2, aged 
76, of cardiovascular disease. Born in Cleveland Jan. 17, 1879, 
he graduated from the University of Chicago in 1901, B.S. 
cum laude, and worked from 1901 to 1902 as a graduate fellow 
in chemistry at the university. Before receiving his M.D. degree 
from Rush Medical College in 1904, he spent three months 
studying at the University of Leipzig and traveling in Russia, 
Finland, and the Scandinavian countries, then after an intern- 
ship at Cook County Hospital, Chicago, he started practice in 
Chicago. He was associate in surgery at Rush Medical College 
from 1905 to 1908, when he transferred to Northwestern Uni- 
versity Medical School, going from associate to associate pro- 
fessor there from 1908 to 1918. During these years he was on 
the staff of Mercy Hospital, Chicago. From 1912 to 1933 he 
was on the attending staff of Cook County Hospital. In 1919 he 
returned to the faculty of Rush Medical College. Starting as 
assistant professor, later becoming professor of surgery and at 
the time of his death was professor emeritus 


was given a distinguished service award from the Medical 
Alumni Association, University of Chicago, 1954. 

The fracture service that he instituted at Cook County Hos- 
pital has been copied by many other institutions. He was instru- 
mental in having fracture first-aid equipment installed for the 
first time in police cars and ambulances of Chicago. Among 
his original surgical methods are reduction of shoulder disloca- 
tion, fusion of the hip joint, and the anterior approach to verte- 
bral bodies. Referring to fracture of the neck of the femur he 
originated the phrase “the unsolved fracture” in the oration 
he delivered before the Clinical Congress of the American Col- 
lege of Surgeons in Boston in 1934. As an operating surgeon 
and clinician, his methods were always conservative. 

In 1916 he was sent overseas with the rank of Hon. Lieut. 
Col., Royal Army Medical Corps, as head of the “Murphy 
Unit,” which was placed in command of No. 23 General Hos- 
pital, British Expeditionary Forces, at Etaples, France. From 
there he headed a surgical team operating behind the front lines 

in Belgium. There he acquired a severe 


of clinical surgery (Rush) University of Illi- 
nois College of Medicine. He was attending 
surgeon and later consulting surgeon at the 
Presbyterian Hospital, Chicago, since 1919; 
attending surgeon, Highland Park and Lake 
Forest, Ill., hospitals; attending surgeon for 
many years at Provident Hospital, Chicago; 
consulting surgeon and lecturer at the U. S. 
Naval hospitals in San Diego, Calif., and 
Great Lakes, Ill., also at the Veterans Ad- 
ministration Hospital, Long Beach, Calif., 
for the past three years; honorary con- 
sulting surgeon at the Hoag Memorial 
(Presbyterian) Hospital, Newport Beach, 
Calif., also the Orange (Calif.) County Gen- 
eral Hospital, and consulting surgeon for 
the Chicago, Milwaukee and St. Paul Rail- 
road. 

Dr. Speed was a founder-member of 
the American Board of Surgery and of 
the American Board of Orthopedic Sur- 
gery; member of the American Surgical 
Association since 1918, Western Surgical 
Association (president 1927 to 1928), Chicago Surgical Society, 
American Orthopedic Association, American Association for 
the Surgery of Trauma (first president 1938 to 1939), Societé 
Internationale de Chirurgie (speaker-delegate, Paris, 1920), Insti- 
tute of Medicine of Chicago, and Chicago Pathological Society. 
He was an honorary member of the Los Angeles Surgical So- 
ciety, Los Angeles Orthopedic Society, Seattle Surgical Society, 
Omaha Clinical Association, American Academy of Orthopaedic 
Surgeons, Chicago Orthopaedic Society, and the first honorary 
member of the Los Angeles chapter of the Western Orthopedic 
Association. He was a member of the board of governors, Amer- 
ican College of Surgeons and was a trustee of Rush Medical 
College. 

Dr. Speed was a member of the Special Committee on Frac- 
tures, Cooperative Committee, American Medical Association, 
from 1936 to 1951 and Chairman from 1938 to 1951. He was 
chairman for more than 20 years of the Chi¢ago Regional Frac- 
ture Committee of the American College of Surgeons and was 
also a member of the National Committee on Trauma of the 
American College of Surgeons. 

In 1938 he went to Australia as a guest lecturer on fractures 
at the University of Sydney. He was awarded a citation from 
the University of Chicago in 1942 and received a Certificate of 
Appreciation from the American Medical Association in 1951 
for 25 years’ service as Chairman of the Fracture Exhibit. He 


@ Indicates Member of the American Medical Association, 


KELLOGG SPEED, 1879-1955 


Clostridium perfringens (Welch's bacillus) 
infection in his left hand that threatened 
to end his career. However, when the 
United States entered the war in 1917, he 
returned as Major, later Lieut. Col., M. C., 
in charge of the Surgical Division of U. S. 
Base Hospital 12, which took over General 
Hospital No. 18, British Expeditionary 
Force, France, in May, 1917. In 1918 he 
transferred to work in various mobile hos- 
pitals and evacuation centers close to the 
Aisne-Marne Front, Somme Offensive Lys, 
St. Mihiel, and Meuse-Argonne engage- 
ments. He was decorated by both the British 
and the United States governments. 

At the close of World War I he returned 
for a time for further work with Sir Robert 
Jones of Liverpool, with whom he first stud- 
ied in 1915. He was the author of the text- 
book, “Fractures and Dislocations,” four 
editions (1916-1942); a monograph, “Trau- 
matic Injuries of the Carpus,” (1925); co- 
author of the “Primer on Fractures,” Amer- 
ican Medical Association, six editions; co-author, “Names of 
Surgical Operations,” (1935); author of the chapter on general 
surgery in “History of Medical Practice in Illinois,” (1850-1900) 
vol. 2, (1955), and some 200 articles chiefly on general surgical 
and orthopedic subjects. 


‘ Lowsley, Oswald Swinney ® New York City; born in Santa 


Barbara, Calif., Sept. 4, 1884; Johns Hopkins University School 
of Medicine, Baltimore, 1912; specialist certified by the Ameri- 
can Board of Urology; past-president of the American Urological 
Association; a fellow of the American College of Surgeons and 
the International College of Surgeons; member of the New 
York Academy of Medicine, International Society of Urology, 
Royal Society of Great Britain, and other scientific societies 
here and abroad; in 1938, president of the Society of Alumni 
of Bellevue; honorary professor of the University of Haiti and 
the University of Santo Domingo; held decorations from Brazil, 
Ecuador, the Dominican Republic, and the Republic of Haiti; 
served in the U. S. Navy during World War I; since 1942 honor- 
ary consultant to the Surgeon General of the U. S. Navy; past 
honorary consultant surgeon of the New York Police Depart- 
ment; consultant and first director of the James Buchanan Brady 
Foundation at New York Hospital; president and director of the 
Oswald Swinney Lowsley Foundation, Inc., of St. Clare’s 
Hospital, where he was consultant in urology; consulting urolo- 
gist, Hospital for Special Surgery in New York City, Peekskill 
(N. Y.) Hospital, Jamaica (N. Y.) Hospital, Nassau Hospital in 
Mineola, St. Agnes Hospital in White Plains, St. Luke’s Hospital 
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in Newburgh, Monmouth Memorial Hospital in Long Branch, 
N. J., Fitkin Memorial Hospital in Neptune, N. J., Englewood 
(N. J.) Hospital, Norwalk (Conn.) Hospital, Stamford (Conn.) 
Hospital, Jersey City (N. J.) Medical Center, and the National 
Jewish Hospital in Denver; editor of “Oxford Looseleaf Urol- 
ogy” and “Yearbook of Urology”; joint author with Dr. T. J. 
Kirwin of a “Textbook of Urology,” ‘Urology for Nurses,” and 
“Clinical Urology”; developed an operation for calculus in the 
renal pelvis, a method of repair of renal wounds, and an opera- 
tion for the repair of hypospadias; died in Stamford, Conn., June 
4, aged 70, of coronary thrombosis, 


Poncher, Henry George © Valparaiso, Ind.; born in Odell, IIL, 

Feb. 14, 1902; University of Michigan Medical School, Ann 
Arbor, 1927; from 1924 to 1927 research assistant in the depart- 
ment of pediatrics at his alma mater; joined the faculty as 
instructor in pediatrics at the University of Illinois College of 
Medicine in Chicago, where he was later assistant professor, 
associate professor, and professor in the department of pediatrics 
and head of the department; was the first member of the faculty 
to receive in the same year two Raymond B. Allen Instructor- 
ship awards, designed to honor excellency in individual instruc- 
tion rendered by faculty members to students; professor of 
human biology and director of student health at Valparaiso 
University; member of the American Pediatric Society, Ameri- 
can Academy of Pediatrics, Central Society for Clinical Re- 
search, Chicago Pediatric Society, Society for Research in Child 
Development, Chicago Heart Association, American Heart 
Association, Institute of Medicine of Chicago, Sigma Xi, and 
Alpha Omega Alpha; formerly chairman of the Rheumatic 
Council of Chicago; on the staff of the Porter Memorial Hos- 
pital; at one time vice-chief of staff, La Rabida Jackson Park 
Sanitarium in Chicago; served as editor of “Yearbook of Pedi- 
atrics”; member of editorial board of Journal of Pediatrics; con- 
tributor of chapters on pediatrics in textbooks; died May 31, aged 
53, of a heart attack. 


Allen, Abraham Herbert ® Captain, U. S. Navy, retired, Haver- 
ford, Pa.; born in Philadelphia May 21, 1881; Medico-Chirurgi- 
cal College of Philadelphia, 1903; appointed a lieutenant (j. g.), 
Medical Corps, U. S. Navy, on May 2, 1906; advanced through 
the various ranks until promoted to captain July 1, 1928; placed 
on the retired list of officers of the Navy Jan. 1, 1943; during 
more than 36 years of service in the medical department of the 
Navy, served as district medical officer, 4th Naval District, 
Philadelphia; on the USS Dubuque, Washington, Connecticut, 
Hannibal, Texas, Maine, Olympia, and Mercy; in the Naval 
hospitals, Philadelphia and Las Animas, Colo.; with the Ist 
Provisional Regiment, U. S. Marines, in Camp Columbia, 
Havana, Cuba; as brigade surgeon, Ist Marine Brigade, U. S. 
Marine Corps, Port Au Prince, Haiti; at the Marine Barracks, 
Quantico, Va., and the Marine Corps Base, San Diego, Calif., 
at the Naval Ammunition Depot, Fort Mifflin, Pa., and at the 
Navy Yards, Philadelphia, and Pearl Harbor, T. H.; served at 
the Pharmacist’s Mates’ School in Portsmouth, Va.; held the 


Victory medal (Atlantic Fleet Clasp) and the Naval Expedi-. 


tionary medal; died May 25, aged 74. 


Hawk, George William ® Sayre, Pa.; born in Orwin, Pa., 
Nov. 30, 1885; University of Pennsylvania School of Medicine, 
Philadelphia, 1911; member of the founders group of the 
American Board of Surgery; president-elect of the Medical 
Society of the State of Pennsylvania; helped organize the Wain- 
wright Tumor Society, of which he was once president; past- 
president of the Bradford County Medical Society; member of 
the New York and New England Association of Railroad Sur- 
geons and the American Association of Railway Surgeons; 
fellow and member of the board of governors of the American 
College of Surgeons; member of the osteopathic surgeons’ 
examining board, Department of Public Instruction, State of 
Pennsylvania; associate in surgery, Guthrie Clinic, Robert 
Packer Hospital; chief surgeon for the Lehigh Valley Railroad; 
died June 9, aged 69, of carcinoma of the gallbladder. 


Holt, William ® Portland, Maine; born in Boston Jan. 9, 1888; 
Medical School of Maine, Portland, 1919; specialist certified by 
the American Board of Radiology; member of the American 
College of Radiology and the American Radium Society; fellow 
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of the American College of Surgeons; a county medical examiner 
for many years; served as secretary-treasurer of the Cumber- 
land County Medical Society; for one term served on the city 
council; past-president and vice-president of the Maine Medico- 
Legal Society; formerly assistant superintendent of the Charles 
V. Chapin Hospital and the Rhode Island General Hospital in 
Providence, and school physician for a year at Phillips Exeter 
Academy in Exeter, N. H.; radium consultant on the staff of 
the Maine General Hospital, where he died May 17, aged 66, 
of coronary thrombosis. 


Dane, Walter Henry © Albuquerque, N. Mex.; born in Warsaw, 
Poland, May 5, 1895; Uniwersytet Jozefa Pilsaudskiégo, War- 
szawa, Poland, 1922; specialist certified by the American Board 
of Otolaryngology; came to the United States in 1943 and served 
on the staff of several New York hospitals until 1951, at which 
time he moved to Albuquerque and assumed the position of 
chief of eye, ear, nose, and throat section of Veterans Admin- 
istration Hospital; on the staffs of the Presbyterian, St. Joseph, 
and Bataan Memorial Methodist hospitals; died in London, 
England, May 18, aged 60, of coronary thrombosis, while 
enroute to a meeting of the International College of Surgeons 
in Geneva, Switzerland. 


Wiltberger, Percy Barnette ® Columbus, Ohio; born in Hinton, 
W. Va., Feb. 4, 1892; Ohio State University College of Medicine, 
Columbus, 1924; specialist certified by the American Board of 
Public Health; member of the American Academy of General 
Practice and the Aero Medical Association; member of the board 
of directors of the Ohio Academy of General Practice; past- 
president of the Airline Examiners Association; formerly county 
health commissioner; served during World Wars I and II; medi- 
cal examiner for the Civil Aeronautics Administration; on the 
staffs of the Grant, White Cross, and St. Anthony hospitals; 
died May 28, aged 63, of myocardial infarction. 
Weyerbacher, Arthur Ferdinand ® Indianapolis; born in 1883; 
Indiana University School of Medicine, Indianapolis, 1909; 
clinical professor emeritus of general urinary surgery at his alma 
mater; specialist certified by the American Board of Urology; 
member of the American Urological Association; fellow of the 
American College of Surgeons; for 17 years treasurer of the 
Indiana State Medical Association; resigned in 1944 as a mem- 
ber of the city board of health; served during World War I; con- 
sultant at the St. Vincent’s, Methodist, and Indianapolis General 
hospitals; died May 16, aged 71, of arteriosclerosis and cerebral 
infarction. 


Van Duzen, Rex Edward # Dallas, Texas; born in Brecken- 
ridge, Mich., Nov. 15, 1893; University of Michigan Medical 
School, Ann Arbor, 1917; on the faculty of his alma mater, 
1919-1920; in 1949 member of the House of Delegates of the 
American Medical Association serving as vice-chairman of its 
Section on Urology from 1951 to 1953, when he became chair- 
man; member of the American Urological Association; served 
in France during World War I; associated with Baylor Univer- 
sity, Parkland, Methodist, Bradford Memorial hospitals, and St. 
Paul’s Hospital, where he died May 24, aged 61, of coronary 
thrombosis, 


Alderman, Jerome Elliot ® Syracuse, N. Y.; Syracuse Univer- 
sity College of Medicine, 1934; specialist certified by the Ameri- 
can Board of Psychiatry and Neurology; member of the Ameri- 
can Psychiatric Association; member of the staffs of the Syracuse 
Memorial, Syracuse Psychopathic, St. Joseph’s, and General 
hospitals; consultant to the Wieting-Johnson Hospital; died in 
Atlantic City, N. J., May 11, aged 45, of acute coronary 
occlusion, 


Baker, Elwood © Dermott, Ark.; Memphis (Tenn.) Hospital 
Medical College, 1901; served during World War II; local and 
dispensary surgeon for the Missouri Pacific Railway Company; 
died in St. Mary’s Hospital May 30, aged 81, of cancer. 


Bird, Benjamin W. ® Princeton, W. Va.; Rush Medical College, 
Chicago, 1933; interned at the Illinois Central Hospital in 
Chicago and the Mercer Memorial Hospital in Princeton; served 
a residency at the Presbyterian Hospital in Chicago; president 
of the West Virginia Academy of Ophthalmology and Otolaryn- 
gology; died June 14, aged 48, of coronary thrombosis. 
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Bowman, Wilbur Morrison, Petersburg, Va.: University of 
Virginia Department of Medicine, Charlottesville, 1924; served 
during World War Il; city health officer; on the staff of the 
Petersburg Hospital; died May 6, aged 56. 


Bryant, Robert Lee ® Arkadelphia, Ark.; University of Arkansas 
School of Medicine, Little Rock, 1932; served during World War 
Il; member of the American Academy of General Practice; in- 
terned at St. Vincent’s Infirmary in Little Rock; died May 29, 
aged 54. 


Burleson, Joseph J. ® Antoine, Ark. (licensed in Arkansas in 
1903); died June 4, aged 79, of cerebral hemorrhage and chronic 
nephritis. 


Cameron, Donald William ® Pittsburgh; University of Pitts- 
burgh School of Medicine, 1910; fellow of the American College 
of Surgeons; member of the Pittsburgh Academy of Medicine; 
served during World War I; on the staff of the Western Penn- 
sylvania Hospital; died May 28, aged 69, of cerebral hemor- 
rhage. 


Carrier, Sydney Smith # Pittsburgh; Jefferson Medical College 
of Philadelphia, 1904; served during World War I; an associate 
member of the American Medical Association; died April 20, 
aged 72. 


Carroll, James Vincent ® North Platte, Neb.; St. Louis Univer- 
sity School of Medicine, 1947; on the staffs of the Ogallala 
(Neb.) Hospital, North Platte Memorial Hospital, and St. Mary 
Hospital; died in Durango, Mexico, May 6, aged 34, in an 
airplane accident. 


Chisholm, Roderick B., Griswold, lowa; Trinity Medical College, 
Toronto, Canada, 1897; served as president of the school board; 
died April 5, aged 88, of pneumonia. 


Cohen, Morris Aaron ® Pittsburgh; University of Pittsburgh 
School of Medicine, 1914; served during World War I; on the 
staff of the Belvedere General Hospital and the Western Penn- 
sylvania Hospital, where he died May 18, aged 63, of surgical 
shock, hemorrhage, and diaphragmatic hernia. 


Corkill, Clifford Clayton ® Douglas, Mich.; Rush Medical Col- 
lege, Chicago, 1925; associated with the Holland City (Mich.) 
Hospital and Community Hospital; formerly director of the 
Ontonagon-Baraga counties health unit located at Ontonagon 
and in charge of the Menominee County Health Department 
located in Menominee; died in Allegan (Mich.) Health Center 
May 21, aged 58, of injuries received in an automobile accident. 


Fairchild, Charles Claude, Boise, Idaho; Trinity Medical Col- 
lege, Toronto, Canada, 1891; died May 13, aged 86, of arterio- 
sclerotic heart disease. 


Ferguson, Albert Stuart ® Newburgh, N. Y.; Albany (N. Y.) 
Medical College, 1917; formerly health officer of Marlboro; 
served on the staffs of the Cornwall (N. Y.) Hospital, Highland 
Hospital in Beacon, Goshen (N. Y.) Hospital, and the St. Luke’s 
Hospital; died in Marlboro May 13, aged 64, of coronary 
thrombosis. 


Ferguson, John Robert, Providence, Ky.; Meharry Medical 
College, Nashville, Tenn., 1921; died April 4, aged 64, of a 
heart attack. 


Frampton, James ® Mount Pleasant, S. C.; Medical College of 
the State of South Carolina, Charleston, 1894; on the courtesy 
staff of the Roper Hospital in Charleston, where he died May 
9, aged 82, of arteriosclerotic heart disease. 


Friedman, Louis ® New York City; New York University 
Medical College, New York City, 1897; an associate member 
of the American Medical Association; consultant surgeon at 
Sydenham Hospital; on the staffs of the Harlem Hospital and 
the New York Polyclinic Medical School and Hospital, where 
he died April 9, aged 79, of arteriosclerotic heart disease. 


Gaston, John Campbell, Beaver Falls, Pa.; Hahnemann Medical 
College and Hospital of Philadelphia, 1907; member of the 


Medical Society of the State of Pennsylvania; on the staff of ° 


the Providence Hospital in Beaver Falls and the Beaver Valley 
General Hospital in New Brighton, where he died March 29, 
aged 74, of carcinoma of the sigmoid colon. 
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Gough, Lawrence Edward * Dayton, Ohio; Loyola University 
School of Medicine, Chicago, 1933; interned at the Good 
Samaritan Hospital in Cincinnati; died in the Mount Carmel 
Hospital, Columbus, May 26, aged 48, of myocardial infarction. 


Greene, George Joseph, Cleveland; Georgetown University 
School of Medicine, Washington, D. C., 1930; city police sur- 
geon; past-president of the city board of education; served 
during World War II; on the staff and formerly intern at St. 
John’s Hospital; on the staff of St. Vincent’s Charity Hospital, 
where he died June 4, aged 51, of coronary thrombosis. 


Hammer, Charles Anthony, Brighton, Mich.; University of 
Louisville (Ky.) Medical Department, 1912; died May 11, 
aged 71, of coronary thrombosis. 


Hangen, William Meyer, St. Louis; Barnes Medical College, St. 
Louis, 1908; died Feb. 3, aged 73, of carcinoma of the upper 
intestinal tract. 


Hanson, Joel Hjalmar ® San Carlos, ‘Calif.; Jefferson Medical 
College of Philadelphia, 1918; died in Sequoia Hospital, Red- 
wood City, May 30, aged 62, of rheumatic heart disease. 


Hastings, James Barnard * Alton, Ill.; Washington University 
School of Medicine, St. Louis, 1905; in 1917 president of the 
Madison County Medical Society; past-president of the Alton 
Medical Society; plant physician for Wood River refinery of 
Standard Oil Company; served in France during World War I; 
on the staffs of the Alton Memorial Hospital and St. Joseph's 
Hospital, where he died May 21, aged 72, of probable cerebral 
vascular accident and hypertensive heart disease. 


Headings, Donald Moore ® Norristown, Pa.; Jefferson Medical 
College of Philadelphia, 1924; specialist certified by the Ameri- 
can Board of Surgery; fellow of the American College of Sur- 
geons; on the staffs of the Montgomery and Sacred Heart 
hospitals; died in Skytop, Pa., May 17, aged 55, of glioblastoma. 


Henderson, Clair Abie, Savannah, Ga.; University of Georgia 
School of Medicine, Augusta, 1934; interned at the Greenville 
General Hospital; later became associated with the South 
Carolina State Health Department; health commissioner of 
Chatham County; served as commissioner of health of Terrell 
County with headquarters in Dawson, and of Augusta and Rich- 
mond County; killed in an automobile accident in Pensacola, 
Fla., May 14, aged 50. 


Henry, James Clayton ® East St. Louis, Ill.; Chicago College 
of Medicine and Surgery, 1912; veteran of the Spanish-American 
War; served on the staffs of St. Mary’s Hospital and the 
Christian Welfare Hospital, where he died May 24, aged 76, of 
arteriosclerotic heart disease and hepatitis. 


Hoag, Myrtle Anna @ Buffalo; University of Buffalo School of 
Medicine, 1899; an associate member of the American Medical 
Association; died May 20, aged 87, of arteriosclerotic heart 
disease. 


Hunt, Elbert C. ® Conway, Ark. (licensed in Arkansas in 1903); 
died in the Conway Memorial Hospital May 1, aged 92, of 
uremia. 


Johnson, George Monroe * Oberlin, Ohio; Rush Medical Col- 
lege, Chicago, 1901; veteran of the Spanish-American War and 
World War I; while practicing in Marshalltown, lowa, served 
for nine years on the school board, of which he was president 
for five years; served on the staffs of St. Thomas Mercy Hospital 
and Evangelical Deaconess Home and Hospital, and served as 
president of the Y. M. C. A.; died in the Allen Memorial Hos- 
pital May 16, aged 79, of arteriosclerotic heart disease. 


Kendall, Randall Palmer Jr. ® Columbus, Ga.; Emory Univer- 
sity School of Medicine, Atlanta, 1952; interned at the Colums- 
bus City Hospital; during World War II served as a pharmacist’s. 
mate in the Coast Guard; on the staffs of the Cobb Memorial 
Hospital and the City Hospital, where he died May 7, aged 39, 
of coronary thrombosis. 


Kirkegaard, Smith Christian # Estherville, lowa; University of 
Nebraska College of Medicine, Omaha, 1926; county coroner; 
on the staff of the Holy Family Hospital; died April 16, aged 
65, of coronary thrombosis, 
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Kline, Bernard * Bridgeville, Pa.; L.R.C.P. of Edinburgh, and 
L.R.C.S., Edinburgh, Scotland, 1933; interned at the Passavant 
Hospital in Pittsburgh; specialist certified by the American Board 
of Psychiatry and Neurology; served during World War II; 
formerly on the staff of the Florida State Hospital in Chattahoo- 
chee, Fla.; member of the medical staff of Mayview (Pa.) State 
Hospital for six years and was assistant superintendent since 
last January; died in the Veterans Administration Hospital in 
Pittsburgh May 19, aged 46, of leukemia. 


Kohlstaedt, George William © Indianapolis; Indiana University 
School of Medicine, Indianapolis, 1912; served during World 
War I; past-president of the city board of health; died in the 
Methodist Hospital May 17, aged 65, of pulmonary embolus 
and Hodgkin’s disease. 


Kollar, Joseph Blaine ® Vero Beach, Fla.; Western Reserve 
University Medical Department, Cleveland, 1910; past-president 
and formerly a member of the state board of medical examiners; 
at one time practiced in Cleveland; died April 8, aged 71, of 
arteriosclerosis and heart disease. 


Krakowski, Adam Joseph ® Staten Island, N. Y.; Uniwersytet 
Jagiellonski Wydzial Lekarski, Kracow, Poland, 1948; resident 
physician on the staff of the Richmond Memorial Hospital; died 
May 12, aged 40, of perforated duodenal ulcer. 


McMahan, Alvin Mann, Duncan, Okla.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1914; past-president 
of the Stephens County Medical Society; served during World 
War I; died in the Lindley Hospital May 30, aged 67, of cancer. 


Maloney, Frank George Hiram ® Madison, Wis.; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1924; fellow 
of the American College of Surgeons and the International 
College of Surgeons; past-president of the Upper Peninsula 
Medical Society; on the staff of the Madison General Hospital, 
where he died May 15, aged 55, of myocardial infarction and 
coronary atherosclerosis. 


Mazzoli, Albert Frederick ® North Conway, N. H.; Laval 
University Faculty of Medicine, Quebec, Canada, 1932; local 
health officer; on the staff of the Memorial Hospital, where he 
died May 10, aged 53, of acute anterior myocardial infarction. 


Miller, Edwin B. ® Philadelphia; Medico-Chirurgical College 
of Philadelphia, 1897; an associate member of the American 
Medical Association; specialist certified by the American Board 
of Ophthalmology; served on the faculty of Temple University 
School of Medicine and the Graduate School of Medicine, 
University of Pennsylvania; formerly on the staffs of the Wills 
Eye Hospital and the Stetson Hospital, where he was chief of 
the eye service; died June 2, aged 83, of strangulated hernia. 


Pelletier, Alfred George ® Winchendon, Mass.; Laval Univer- 
sity Faculty of Medicine, Quebec, Canada, 1898; died June 1, 
aged 79, of myocardial infarction. 


Propst, Kenneth Edward ® Green Lane, Pa.; Temple University 
School of Medicine, Philadelphia, 1931; president of the four 
Upper Perkiomen Joint School Boards; served during World 
War II; on the staff of the Grand View Hospital in Sellersville 
and the Montgomery Hospital in Norristown, where he served 
an internship and where he died May 4, aged 48, of coronary 
occlusion. 


Reid, Charles Thomas ® Joplin, Mo.; St. Louis University 
School of Medicine, 1906; veteran of the Spanish-American 
War; on the staffs of St. John’s Hospital and the Freeman Hos- 
pital, where he died June 4, aged 80, of cerebral hemorrhage 
and bronchopneumonia. 


Sanzone, Anthony, Brooklyn, N. Y.; Regia Universita degli 
Studi di Roma. facolta di Medicina e Chirurgia, Italy, 1936; 
member of the Medical Society of the State of New York; on 
the staff of St. Mary’s Hospital; died June 15, aged 44, of acute 
myocardial infarction. 


Schiffmann, Samuel, Newark, N. J.; University of Vermont 
College of Medicine, Burlington, 1901; member of the Medical 
Society of New Jersey; for many years clinic physician for the 
city health department; died May 30, aged 77. 
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Sexton, Charles Enoch ® Oklahoma City; Medical College of 
Indiana, Indianapolis, 1898: served during World War 1; died 
in the Veterans Administration Hospital, Wadsworth, Kan., 
June 4, aged 82, of coronary sclerosis. 


Shambaugh, Noel Franklin ® Long Beach, Calif.; University of 
Michigan Medical School, Ann Arbor, 1922; formerly clinical 
professor of medicine at University of Southern California 
School of Medicine in Los Angeles and on the faculty of his alma 
mater; specialist certified by the American Board of Internal 
Medicine; fellow of the American College of Physicians; attend- 
ing physician at Los Angeles County Hospital; on the staffs of 
St. Mary’s Long Beach Hospital and Long Beach Community 
Hospital; died May 30, aged 58. 


Shepard, Hiland George, Rochester, N. Y.; New York Homeo- 
pathic Medical College and Hospital, New York City, 1898; for 
many years associated with the Genesee Hospital, where he was 
an honorary staff member at the time of his death in the Mound 
Park Hospital, St. Petersburg, Fla., May 15, aged 83, of lobar 
pneumonia. 


Shouse, Edwin © Lawson, Mo.; University Medical College of 
Kansas City, 1899; on the staff of the Excelsior Springs (Mo.) 
Hospital and Sanitarium, where he died May 5, aged 79, of 
coronary occlusion. 


Slavin, James Sylvester ® Point Lookout, N. Y.; New York 
University Medical College, New York City, 1897; an associate 
member of the American Medical Association; died in Hemp- 
stead April 28, aged 83, of arteriosclerotic heart disease and 
diabetes mellitus. 


Spira, Joseph ® New York City; University and Bellevue Hos- 
pital Medical College, New York City, 1913; died May 16, aged 
67, of cerebral hemorrhage. 


Speegle, Andrew Arthur ® Amarillo, Texas; Chicago College of 
Medicine and Surgery, 1913; served during World War I; associ- 
ated with the Veterans Administration Hospital, where he died 
April 3, aged 65, of carcinoma of the pancreas, liver, lungs, and 
chest wall. 


Weidlein, Ivan Ford @ Cleveland; State University of Iowa 
College of Medicine, lowa City, 1922; specialist certified by the 
American Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology; on the staff 
of the Doctors Hospital in Cleveland Heights and the Lakeside 
Hospital; died June 18, aged 57. 


DIED WHILE IN MILITARY SERVICE 


Robbin, Nathan Levy ® Captain, U. S. Navy, Palo Alto, 
Calif.; born in Russia April 20, 1897; University of Ilinois 
College of Medicine, Chicago, 1931; engaged in the private 
practice of medicine in Chicago from 1931 to 1942, when 
he was appointed a lieutenant commander, Medical Corps 
of the U. S. Naval Reserve; called to active duty April 
9, 1942; promoted to captain, Medical Corps, U. S. Naval 
Reserve, in November, 1945; released from active duty 
Aug. 9, 1946; appointed a temporary captain in the Medi- 
cal Corps of the U. S. Navy Oct. 11, 1946, and recalled to 
active duty; appointed a permanent commander in the 
Medical Corps of the U. S. Navy to rank from Nov, 1, 
1945; promoted to permanent captain, Medical Corps, 
U. S. Navy, to rank from May 1, 1948; during World War 
I served in the Hlinois National Guard; during more than 
13 years’ active duty in the medical department of the 
Navy, served in the Naval hospitals at San Diego and 
Shoemaker, Calif., Bainbridge, Md., Guam, Mariana Is., 
and Quantico, Va., with Naval Base Hospital no. 10 in 
Australia during World War II, and in the Naval Dis- 
pensary, San Francisco, where he was chief of the out- 
patient service and the eye, ear, nose, and throat depart- 
ment; died in the Naval Hospital, Oakland, May 24, 
aged 58, of acute pulmonary edema and myocardial 
infarction. 
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FOREIGN LETTERS 


ARGENTINA 


Census of Physicians.—The number of physicians in Argentina 
in December, 1954, was 22,762 for a population of 18 million, 
or one physician for each 800 inhabitants in the whole country 
and one for each 335 in the city of Buenos Aires. The present 
increase in the number of students is due to lack of selection, 
no restrictions in number, and the elimination of university fees. 
Medical schools are overcrowded, having inadequate space, 
equipment, and funds for teaching medicine according to ap- 
proved modern standards. In 1953, the official number of 
students accepted in the first year by the six medical schools 
of the whole country was 7,054. In the medical school of 
Buenos Aires, 4,104 were accepted. It is predicted that in 1958 
there will be 32,000 ‘physicians, or about one physician for 
each 600 persons, according to V. E. de Pablo (La semana 
médica, May 12, 1955). 


Death of Dr. Orias.—Dr. Oscar Orias, a leading physiologist, 
died suddenly on June 4, at the age of 49 years. He had studied 
with Professors B. A. Houssay of Buenos Aires, Carl J. Wig- 
gers of Cleveland, and W. B. Cannon of Boston. On his return 
to Argentina, he organized a laboratory for research in cardiac 
physiology in the Medical School of Buenos Aires. He was 
named professor of physiology of the Medical School of the 
University of Cordoba in 1935. His published works include 
“Recording and Interpretation of Cardiac Activity” (1939, in 
Spanish) and in collaboration with E. Braun-Menendez “Heart 
Sounds in Normal and Pathological Conditions” (1937, in Span- 
ish, and 1939, in English). He also wrote the section on circu- 
lation in the textbook “Human Physiology” by Houssay, Lewis, 
Braun-Menendez, Hug, Foglia, and Leloir. 

In 1950 he published “Cytology of Human Vagina” in col- 
laboration with Ines L. C. de Allende. In 1943, Dr. Orias was 
dismissed from his chair because he signed a manifesto asking 
for effective democracy and American solidarity. He worked 
in the Instituto de Biologia y Medicina Experimental during 
1944 and 1945 but, when the University of Cordoba obtained 
its autonomy for a short time, he was called back by the Medi- 
cal School only to resign in 1946. In 1947 he became the di- 
rector of the Instituto de Investigacién Médica—Mercedes y 
Martin Ferreyra in Cordoba, which was built by the Ferreyra 
family and was supported by private funds. Most of the equip- 
ment was given by the Rockefeller Foundation. From Novem- 
ber, 1948, to November, 1949, he was visiting professor in the 
Long Island College of Medicine in Brooklyn, N. Y. 


AUSTRIA 


Pathology of Poliomyelitis—At the meeting of the Society of 
Physicians in Vienna on April 1, Dr. Chiari reported on ana- 
tomic findings in 15 patients who -died of poliomyelitis. These 
fatal cases included three adults, the oldest being 29 years of 
age. Despite a duration of the disease of only a few days, the 
changes observed in these fatal cases were most severe and in- 
volved not only the spinal cord and the medulla oblongata but 
also many portions of the brain, although the latter changes 
were far less severe. There were changes in the pons, thalamus, 
and cerebellum. In the latter organ, changes were observed not 
only in the area of the roof-nuclei of the vermis cerebelli but 
also in the molecular layer of its cortex. One is therefore justified 
in stressing the marked involvement of the brain as a character- 
istic feature in all these cases. In view of the route of infection, 
the changes in the follicles in the mesenteric lymph nodes were 
noteworthy. These consisted of karyorrhexis, proliferation of 
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reticular cells, and deposits of acidophilic homogeneous masses 
in the centers of function. The microscopic aspect of the tissues 
was that of a severe diseasé of the spinal cord associated with 
extensive involvement of the more cephalad portions of the 
central nervous system. 


Orthopedic Treatment of Poliomyelitis—At the same meeting 
Dr. Erlacher stated that the main purpose of orthopedic treat- 
ment after the acute stage of poliomyelitis is the stabilization of 
the lower extremity by obtaining active cooperation as early as 
possible and encouraging walking with the aid of simple, light- 
weight splints. Contractures particularly of the knee and the 
hip must be prevented. With correct shifting of the axis of the 
knee behind and of the axis of the hip in front of the axis of 
gravity, an even completely paralyzed leg can be made stable 
again. Besides the use of mechanical devices, operation on joints 
and muscles may be indicated. Joints that no longer can be con- 
trolled should be put out of action by arthrodesis, but the func- 
tional deficiency is the more important the nearer the joint is 
located to the trunk. The speaker never performs arthrodeses 
of the hip, and rarely performs those of the knee, but arthro- 
desis of the foot is carried out frequently. Although arthrodesis 
destroys motion, arthrodesis of the shoulder may be associated 
with increased function in the presence of complete paralysis of 
the deltoid, because the function of the useless arm is largely 
restored by the muscles of the shoulder girdle. In suitable cases 
the movements of the joint may be stopped in only one direction 
by an arthroereisis. Transplantations of the tendons permit the 
use of active muscles for a certain function by eliminating un- 
important motions. With the right indications and technique, a 
number of useful plastic operations on tendons, such as trans- 
plantation of the anterior tibialis muscle to the cuboid bone in 
patients with talipes due to paralysis, transplantation of the pero- 
neous brevis muscle to the scaphoid bone in patients with flatfoot, 
and translocation of the peroneus longus muscle to the inner side 
of the heel in patients with talipes calcaneus are available. In a 
patient with a completely paralyzed foot, a division of the tendo 
achillis may still provide a useful stabilization of the foot. 


Artificial Respiration in Acute Poliomyelitis.—At the same meet- 
ing Dr. G. Hofmann stated that problems of artificial respiration 
can be understood only in terms of the normal physiology of 
respiration and the factors responsible for circulatory shock. 
Early hospitalization is imperative and cooperation between vari- 
ous specialists, including the anesthetist, is essential. Early tra- 
cheotomy proved to be useful. High pressure respiration is neces- 
sary in patients with bulbar paralysis. The indication for treat- 
ment in the iron lung is therefore limited to patients with incom- 
plete respiratory paralysis. Keeping the air passages free and 
prompt treatment of any disturbance of the respiratory mecha- 
nism are essential. 


Poliomyelitis in Adults.—In the poliomyelitis epidemic of 1954 
in Vienna 124 children and 61 adults were affected by the dis- 
ease, a relatively high ratio of adults. The case fatality rate was 
higher among adults than among children. The peak point of 
the epidemic was in October. The peak of the epidemic usually 
occurs between Aug. 15 and Aug. 30. The clinical course of 
the disease showed a relatively high number of patients with 
acute ascending spinal paralysis. Encephalitic forms were ob- 
served particularly in the last phase of the epidemic, This epi- 
demic may have been caused by various viruses. 


New Group of Anticholi —At the meeting of the 
Society of Physicians of Vienna Feb. 25 Drs. Kraupp and Stumpf 
said that, as regards their chemical structures, the polymethyl- 
ene-bis-carbaminoyl-trimethlammonium phenols are derived 
from the neostigmine molecule, in that, in the individual 
homologous compounds, two neostigmine molecules each are 
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attached to the carbamic acid nitrogen by polymethylene chains 
of various lengths (4 to 10 methylene groups). The pharmaco- 
logical characteristics of the new class of substances are quali- 
tatively identical with those of neostigmine, but they are much 
more active than neostigmine, and the duration of their action 
is greatly prolonged. The compounds BC 47 and BC 48, which 
are the most potent of this group, and in which the two neo- 
stigmine molecules are combined by 8 and 10 methylene groups, 
respectively, have 10 to 100 times the acetyl cholinesterase (true 
cholinesterase) inhibiting power of neostigmine. The stability 
of the enzyme inhibiting complex is also much greater, par- 
ticularly in the dibasic compounds. This presumably explains the 
prolonged action in vivo. For instance, it could be demonstrated 
on rats that a single intravenous injection of 12.5 mg. of BC 48 
per kilogram of body weight gave partial protection against 
tubocurarine chloride for a week, whereas after the same dose 
of neostigmine this protection lasts only two hours. 

Dr. K. Pateisky gave the anticholinesterase, BC 40 (hexa- 
methylene-bis-N-methylcarbaminoyl-m-trimethylammonium 
phenole), to 1! patients with myasthenia gravis and 10 normal 
controls. The undesirable secondary effects that result from large 
doses can be counteracted by atropine. The optimal intramuscu- 
lar dose varies from 0.3 to 0.5 mg. in combination with 0.5 mg. 
of atropine. With this dosage there are no unpleasant secondary 
effects. The antimyasthenic effect begins 20 minutes after the 
injection and reaches a maximum after six hours. It retains its 
full effect (that is, no neostigmine is required) for 26 hours; and 
then a reduced dosage of neostigmine will suffice for an addi- 
tional three days after the injection. When the optimal dose is 
administered the treatment is given at four-day intervals. With 
this form of treatment, the patients feel well, their appetite in- 
creases, and they gain weight. Thus BC 40 is an effective remedy 
for the symptomatic treatment of myasthenia gravis, and it is 
superior to other anticholinesterases by virtue of its potency, 
prolonged action, and mild side-eifects. 


Phlebographic Visualization of Pelvic Veins.—At the meeting 
of the Society of Physicians in Vienna on April 15, Dr. R. 
Gottlob stated that injection into the trochanter major through 
the spongy substance has proved to be the most effective method 
for the visualization of the pelvic veins. Puncture of the bone 
is done with an elongated needle or with a smooth, 8 cm. long 
bone needle. Since the time required for the passing of the con- 
trast medium may vary with the rapidity of the blood stream, 
repeated use of serial exposures has been recommended for 
obtaining diagnostically useful pictures. Since serial angiography 
has various disadvantages, a small amount of ether was injected 
into the bone preceding the injection of the contrast medium, and 
the circulation time from the leg to the lung was determined. 
The distance that is ascertained with the aid of the circulation 
time is much longer than the distance that should be ascertained 
phlebographically. This incongruence however may be com- 
pensated for by the fact that ether is transported much faster 
by the blood stream than is the contrast medium. In 40 subjects 
it proved advantageous to wait with the exposure to light of the 
pelvis for as many seconds after the start of the injection of the 
contrast medium as the previously measured ether-time amounted 
to. The rapidity of the injection of the contrast medium should 
also be adjusted to the circulation time. 


Thromboses of Pelvic Veins.—At the same meeting Dr. R. May 
stated that the primary indication for roentgenologig visualiza- 
tion of the pelvic veins is a pelvic thrombosis that has run its 
course. Lesions of mild degree (damage to the lateral wall and 
formation of collateral vessels) were treated with continued 
phenol blockade of the sympathetic nerve. Narrowing of the 
external and the common iliac veins, respectively, shown by the 
roentgenogram, frequently can be traced back to external com- 
pression, to a cicatricial-sclerotic transformation of the common 
vascular sheath. In cases of this type, hulling of the vein accord- 
ing to Wanke’s technique is recommended. In severe cases, the 
main vessel has become completely obliterated and has been 
compensated for by anastomosis at a near point or by anastom- 
Osis with the pudendal and gluteal veins. In cases of this type 
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some improvement still may be obtained with high sympathect- 
omy. The most severe degree of damage is the obliteration of 
the distal portion of the vena cava. The severity of the clinical 
aspect (venous claudication and incapacity to stand erect for a 
long time) may be explained with the deficient compensation for 
the vena cava by superficial anastomosis at the abdominal wall 
and of the ascending lumbar veins that run along the vertebral 
column. The value of any operation is limited in patients of 
this type. 


Myoglobinemia and Myoglobinuria.—At the meeting of the 
Society of Internal Medicine of Vienna on March 24 Kiss and 
Reinhart reported a study of the serum and urine of 40 patients 
(in whom myocardial infarction was found clinically and by 
electrocardiography) for myoglobin. In all but two patients, in 
whom the results were doubtful, the presence of myoglobin could 
be established in the serum as well as in the urine. The highest 
values were observed in the first few days after the infarction, 
but at the end of 14 to 16 days myoglobin was rarely found in 
the urine and serum. It appears that myoglobin excretion per- 
sists longest in patients in whom clinical symptoms and electro- 
cardiographic records indicate relatively large infarcts. There is 
no parallelism between the excretion of myoglobin and either 
leukocytosis or leukopenia. The myoglobin excretion can be 
regarded as a direct sign of the infarction in contradistinction to 
the other laboratory changes after cardiac infarction, which can 
be regarded as nonspecific general reactions of the body indi- 
cating a general change in the sympathetic nervous system. 


Acetazolamide.—Dr. F. Kaindl and his co-workers used 
acetazolamide for patients in the edematous stage of cardiac de- 
compensation. Studies were made on 19 patients with regard to 
the diuretic effect and electrolytic changes in the urine. In about 
two-thirds of these patients oral administration of the drug pro- 
duced a good diuretic effect, that is, the elimination of fluid was 
at least twice as much as in the periods preceding its administra- 
tion. One tablet of acetazolamide is given on each of the first 
three days, and then medication is interrupted for three days. 
After this interval, the same dosage can be repeated. The con- 
tinued administraton of the drug is ineffective, as the diuretic 
effect does not persist beyond the fourth day. There is also 
danger of acidosis with continued treatment. 


Influence of Pyridoxine on Residual Nitrogen in the Blood.— 
At the same meeting Dr. S. Schmid reported that in a limited 
number of patients with renal insufficiency lowering of the level 
of the residual nitrogen was obtained temporarily by parenteral 
administration of pyridoxine. In single cases a prolonged drop 
in residual nitrogen was associated with simultaneous improve- 
ment of the patient’s general condition. The effect of pyridoxine 
exhausted itself in the course of the disease. Animal experi- 
ments and reporis in the literature suggest that the tubular 
apparatus of the kidney probably presents the point of attack 
by the vitamin. The mechanism of this action is unknown, 


Blood Groups.—At the meeting of the Society of Physicians of 
Vienna on April 29 Dr. P. Speiser stated that, due to the com- 
plexity of blood groups and blood factors, a mother-child in- 
compatibility of 87% can be expected. Although the possibility 
of the immunization of a mother by her fetus is great, such 
immunizations are nevertheless relatively rare. In law suits con- 
cerning paternity the use of hereditary factors permits the ex- 
clusion of paternity in about 63% of the cases. This percentage 
could be increased to 71 if such serum factors as anti-s, anti 
Fy”, and anti-k (Cellano) were also considered. 


Intratracheal Goiter.—At the same meeting, Dr. O. Novotny 
reported on a 38-year-old woman who had been subjected to 
tracheotomy 11 years earlier because of rapidly increasing 
dyspnea after thyroidectomy. She had been wearing a cannula 
ever since. An endotracheal goiter the size of a cherry was 
found, and it was removed by thermocautery. Since then the 


subglottic space remained free, and it was possible to remove 


the cannula. 
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Xanthomatosis of Skin.—At the meeting of the Society of Phy- 
sicians in Vienna on March 11, Dr. A. Matras reported on a 
woman, aged 62, who in 1949 underwent extirpation of the 
adnexa uteri for torsion of the pedicle of a tubo-ovariai cyst. 
Since 1948 she had had gallstones and a papular eruption on 
the lower extremities. In May, 1952, she was admitted to the 
hospital with generalized xanthomatosis. Since November, 1952, 
she had been under constant dermatological observation, because 
of multiple, firm, yellow, cutaneous nodules the size of a small 
cherry or smaller on the external surface of the arms and sym- 
metrically on both elbows and knees. A dense crop of light 
yellow nodules the size of lentils was present on the buttocks 
and on the posterior surfaces of both thighs; there was areolar 
aggregation of the nodules in the gluteal region. Xanthelasma 
was Clearly visible on the upper and lower eyelids. Examination 
showed elongation and diffuse dilatation of the aorta. Roent- 
genograms of the gallbladder revealed it to be the size of a 
goose egg with many niches caused by stones. Microscopic ex- 
amination of the nodules revealed the typical aspect of xanthoma 
with many grindstone-like anisotropic crystals in the xanthoma- 
tous tissue. The serum cholesterol level, about 320 mg. per 100 
cc. in 1952, showed variations up to 850 mg. per 100 cc. despite 
a rigid diet. Therapeutic trials with insulin and cortisone brought 
no improvement. In the course of treatment with heparin in 
1954, constant cholesterol levels of about 450 mg. per 100 cc. 
were observed and the xanthomatous cutaneous manifestations 
receded. Intravenous infusions with 200 mg. of heparin in 500 
cc. of isotonic sodium chloride solution were given for 18 days 
and resulted in a decrease of the cholesterol level from 750 to 
423 mg. per 100 cc. and of the total lipids from 2.77 to 0.62 
gm. per 100 cc. 


COLOMBIA 


Middle Lobe Syndrome.—Dr. C. G6mez Hurtado in Unidia 
(2:823-838 |Nov.-Dec.| 1954) reported the results of roent- 
genographic and bronchoscopic studies of the middle lobe syn- 
drome, which is characterized by irreversible chronic obstructive 
atelectasis of the pulmonary lobar parenchyma frequently as- 
sociated with a pneumonitis that may or may not be suppurative. 
The syndrome is caused by an early or late reaction of the 
bronchial lymph nodes to primary tuberculosis. Active tuber- 
culosis and benign or malignant neoplasms have been excluded 
as causal factors. The authors reviewed the clinical histories 
of 649 patients with nontuberculous pneumonopathies. Opacities 
were observed in the middle lobe in 65 patients, in the lingula 
pulmonis in 2, and in the anterior segment of the right upper 
lobe in one. Thirty-nine of these 68 patients had irreversible 
atelectasis due to bronchostenosis, which was caused by broncho- 
genic carcinoma in only one. A diagnosis of middle lobe syn- 
drome from a late reaction to primary tuberculosis with bron- 
chial stenosis was made in the remaining 29 patients. During 
bronchoscopy six patients showed either anthracotic spots or 
rests of characteristic anthracotic fistulas suggesting the charac- 
teristic phase of anthracosis. In one of the patients the micro- 
scopic examination of the operative specimen confirmed the 
diagnosis. 

The syndrome showed the following characteristics in the 29 
patients: opacity from irreversible retraction of the middle lobe 
(except for one in the anterior segment of the upper lobe); 
frequent catarrh with cough and purulent, mucopurulent, or 
sanguineous expectoration; fair general health; sputum negative 
for tubercle bacilli, including examination of material obtained 
by lavage or bronchial aspiration; negative results of cytological 
examination for neoplastic cells; and negative results of repeated 
bronchoscopic examination for direct or indirect signs of 
bronchial neoplasms. In one patient the results of two con- 
secutive endoscopies suggested carcinoma. The diagnosis was 
not confirmed at the operation or by microscopic examination 
of the operative specimen. The disease followed a benign course. 
The patients were observed for several years. The results of 
endoscopic examinations verified the diagnosis. The main find- 
ings were signs of peribronchial compression that may or may 
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not be associated with chronic edema of the mucosa, total or 
partial obstruction due to compression, and preservation of 
the bronchial mobility (except in two patients who were very 
old). Bronchial suppuration, mucosal hypersecretion, or normal 
secretions were observed in the various patients. The author 
found a causal factor not previously reported. In six patients 
the disease was caused by anthracotic lymph nodes with the 
characteristic pigmentation of the bronchial mucosa at the point 
of compression or in nearby areas. 


Epidemic of Equine Encephalomyelitis—Drs. C. Sanmartin- 
Barberi and his co-workers in the American Journal of Tropical 
Medicine and Hygiene (3:283-294, 1954) report an investigation 
of an outbreak of disease in human beings characterized by a 
short, mild, febrile course in Espinal, Colombia. A virus, isolated 
from two of the patients, was identified as a strain of the virus 
of Venezuelan equine encephalomyelitis. Furthermore, in 10 
other serums from persons bled several weeks after the clinical 
attack, high titers of neutralizing antibodies against these strains 
of the virus were demonstrated. The epizootic form of equine 
encephalomyelitis has been previously reported in Espinal, and 
the authors conclude that the equine encephalomyelitis virus 
is capable of causing human epidemics under natural conditions. 


Rehabilitation Center.—A rehabilitation center for war veterans 
is proposed for the new Central Military Hospital. The board 
of directors of the Committee on Military Hygiene and the 
Central Military Hospital have invited Drs. Howard A. Rusk, 
Eugene J. Taylor, and Thomas Canty, all of the United States, 
to visit Colombia and assist in organizing the center. 


New Hospital Opened.—The five-story, 650-bed Hospital 
Infantil of Bogota was opened on May 13. It was built and 
equipped by the government with the collaboration of national 
philanthropists. This is the first hospital in Colombia that has 
been accredited by the American Hospital Association. 


ENGLAND 


Medical Use of Hypnosis.—A committee of the British Medical 
Association was appointed in November, 1953, to consider the 
uses of hypnosis in medical practice. After 18 months the com- 
mittee reports that hypnosis is of value in the treatment of some 
patients and may be the treatment of choice in some who have 
psychosomatic disorders and psychoneurosis. It may also be of 
help in revealing unrecognized motives and conflicts in such 
conditions. As a method of treatment it has proved its ability 
to remove symptoms and to alter morbid habits of thought and 
behavior. It is therefore a proper subject for medical research. 
Like other remedies, hypnosis has its indications and limitations. 
Some enthusiastic supporters of its use fail to enumerate the 
contraindications and give the impression that it constitutes an 
approach replacing other forms of psychiatric treatment. This 
view is mistaken. Much knowledge and expert judgment are 
required to decide when hypnosis is likely to help the patient 
and whether it should be used alone or as a supplement to other 
methods of psychotherapy. For these reasons hypnosis should 
not be regarded as a specialty independent of psychological 
medicine. 

In addition to the treatment of psychiatric disabilities there is 
a place for hypnosis in the production of anesthesia or analgesia 
for surgical and dental operations, and in suitable subjects it is 
an effective method of alleviating the pain of childbirth without 
interfering with the normal course of labor. It has been claimed 
that the shock of operative procedures can be mitigated when 
these are carried out under deep hypnosis, but the committee 
is not convinced of the validity of this claim and considers that 
further research on this is desirable. Hypnosis has its dangers, 
especially when used without proper consideration on persons 
predisposed, constitutionally or by the effects of disease, to severe 
psychoneurotic reactions or antisocial behavior. The possibility 
of committing crime under hypnosis cannot be ruled out. 
Hypnosis can result in the development of a relationship between 
hypnotist and subject of the same order and intensity that is 
often produced more slowly in the course of psychotherapy. 
The trained hypnotist is aware of this, but if hypnosis is applied 
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without this knowledge and experience there is no control over 
the powerful emotions that may be released and much harm 
can be done if the technique is used by unskilled persons or in 
unsuitable patients. It is therefore recommended that the use 
of hypnosis should be confined to persons subscribing to the 
recognized ethical code governing the relation of physician and 
patient. This would not preclude its use by a suitably trained 
psychologist or a medical auxiliary working under the guidance 
of a physician. The committee recommends that medical students 
should be informed of the practice and therapeutic possibilities 
of hypnosis and that instruction in its clinical use should be 
given to all trainees in psychological medicine. Trainee anesthe- 
tists and obstetricians might also receive instruction. As it can 
achieve good results in certain patients and since its nature and 
mode of action are speculative, it constitutes a challenge to 
medical Science. The main fields worthy of investigation are: 
(1) continuation of neurophysiological and psychological ob- 
servations on hypnotism induced under controlled conditions; 
(2) controlled observations of its therapeutic effects in functional 
nervous disorders; (3) investigation of somatic disorders in the 
cause of which psychological factors are thought to play a major 
part; and (4) research into the general problem of the physician- 
patient relationship. Because of the relative brevity of treatment 
with hypnosis, such research may contribute to a solution of the 
problem created by the large number of people requiring psycho- 
therapy. Since research of this kind requires the coordination 
of laboratory, clinical, and other studies, it might be best or- 
ganized through the universities and research foundations. 


Diseases from Pets.—At a meeting of the comparative medicine 
section of the Royal Society of Medicine in April, Professor 
Bedson stated that there was a group of psittacosis viruses with 
similar morphological and staining characteristics that both do- 
mestic and wild birds harbor. An outbreak of atypical pneumonia 
in the Faroe Islands was due to a psittacosis virus coming from 
fulmar petrels, and many human infections originating in 
pigeons, turkeys, ducks, chickens, pheasants, and other birds 
have been recorded. Cats, sheep, cattle, and laboratory mice are 
hosts of related viruses. There is no reliable evidence that these 
mammalian viruses produce infections in man, but all avian 
strains are capable of doing so, although psittacine birds are of 
more importance as carriers than nonpsittacine ones. Birds 
harboring the virus are usually imported ones suffering from 
acute disease. They excrete more virus than healthy birds. The 
strains of virus from psittacine birds are more virulent to man 
than are the ornithotic strains. Laboratory infections often occur 
and many patients infected in this way give no history of contact 
with an infected bird. The spread of infection from birds is air- 
borne in the form of dried excreta. Attempts have been made 
to control the importation of parrots, but realization that non- 
psittacine birds also harbor the virus has resulted in the ban 
being lifted in some other countries. The ban was reimposed 
after there was a sharp increase in the incidence of psittacosis. 

Dr. A. Buxton discussed the incidence of salmonellosis 
among pets. Domestic dogs and cats have an infection rate of 
1.5%. It may be as high as 18% in animals kept in kennels 
because of infected food; 26 of 98 samples of a proprietary dog 
food were infected with Salmonella organisms. Salmonellosis 
from infected pets is more readily passed on to children because 
they handle and fondle them more than adults do. In Britain 
the most prevalent type is Salmonella typhimurium. Dogs may 
carry several types without showing symptoms. Pigeons and 
even tortoises may be infected. 

Mr. G. C. Brander, a veterinarian, said that insecticides and 
fungicides had done much to reduce parasitic and fungous in- 
fection. It is easy to treat the human being and overlook the 
source of infection. Immunity to parasites increases with age, 
but host resistance may be lowered by other infections. Parasitic 
infections are likely to become eczematous, and irritation might 
remain after the parasite has been eradicated. Lesions due to 
fungi in animals are often difficult to detect and tend to be deep 
in the hair follicle. With the exception of fungous and lepto- 
spiral infections, human infection from pets and other domestic 
animals is not frequent. 
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Resistance to Infection.—Prof. René Dubos, Rockefeller In- 
stitute, New York, guest speaker at a meeting of the Royal 
Society of Medicine in April, described experiments that could 
increase the susceptibility of mice to infection with Myco- 
bacterium tuberculosis and Micrococcus (Staphylococcus), 
Salmonella, Klebsiella, and other organisms. Expectation of life 
is diminished when the animals are exposed to various stresses 
before inoculation, such as the administration of thyroxin, 
dinitrophenol, sodium citrate, and alpha-keto-glutarate or by 
deprivation of food for 36 to 48 hours. The results of starvation 
cannot be explained only by deprivation of calories, because 
low-caloric diets do not decrease the animals’ resistance, nor 
does simple loss of weight produce the effect, for mice fed on 
low-protein diets are underweight but they are normally re- 
sistant to infection. The most effective way of lowering resistance 
is to starve the animal for 48 hours before inoculation. If mice 
are fed synthetic diets containing animo acids in place of protein, 
their susceptibility to infection is increased tenfold, but, if whole 
protein is added, normal resistance is restored, although not all 
proteins are equally effective in this respect. The results of these 
experiments may be explained either by increased susceptibility 
of the animals to the bacterial toxins or by more rapid and 
extensive bacterial growth. Altered tissue metabolism enhances 
susceptibility to infection. After fasting, mice are more sensitive 
to endotoxins from gram-negative organisms and to the recently 
isolated tuberculosis toxin. 

Bacteria were injected intravenously in mice and later esti- 
mated quantitatively in various organs. One group had the 
standard Sherman diet, and the other was given a diet low in 
protein and starved for 48 hours beforehand. Ten hours later 
the first group had sterile blood and only a few organisms in 
the spleen and liver, while in the second group organisms were 
found in the blood and counts up to 50,000 were found in the 
liver and spleen. Other forms of stress, such as increased carbo- 
hydrate intake or administration of thyroxin, produced similar 
results. Mice are more susceptible to infection if the Krebs cycle 
is poisoned. Susceptibility to infection is increased by procedures 
resulting in at least three metabolic disorders—depletion of 
intracellular glycogen, reduction in the glycolytic activity of 
inflammatory cells, or increase in the tissue levels of certain 
polycarboxylic acids. These effects lead to impaired clearing 
power of the reticuloendothelial system, decrease in bactericidal 
power of the tissues, and decrease in resistance to bacterial 
toxins. Susceptibility to infection may change rapidly and re- 
versibly, independent of the immunologic state, by physiological 
stresses. The findings in mice also suggest that the sugar-vitamin- 
amino acid mixtures so commonly given to patients in emergency 
situations may not be the best for restoring resistance. 

Prof. A. Miles, director of the Lister Institute, said that the 
local reaction to the subcutaneous inoculation of organisms 
could be abolished by injecting epinephrine within four hours 
of bacterial inoculation. The early vascular reactions inhibited 
by the epinephrine are responsible for a 99% to 99.9% kill of 
the injected bacteria, according to the species of pathogen used. 
In allergic animals, though delayed allergy promotes infection 
with Myco. tuberculosis, the early exudation resulting from the 
anaphylactic element of tuberculin allergy might have survival 
value for the animal. 

Dr. D. Long, National Institute for Medical Research, Mill 
Hill, said that bacterial infection was a cause of stress, which 
produced hormonal changes in rats and adrenocortical stimu- 
lation in man. The guinea pig responds to stress like man, can 
be sensitized to tuberculin, and produces antitoxin resembling 
that produced in man. Thyroxin-treated guinea pigs are more 
sensitive to intradermally injected tuberculin and produce more 
diphtheria antitoxin than controls. Insulin increases sensitivity 
to tuberculin. This may be related inversely to blood sugar levels; 
partial pancreatectomy prevents the increased response seen 
after treatment with thyroxin, which therefore acts through the 
islands of Langerhans. Dr. Long concluded that immunity was 
probably due to the balance between insulin and cortisone. 

Dr. G. Meynell, Postgraduate Medical School, showed that 
if the gastrointestinal flora in mice was modified by the ad- 
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ministration of streptomycin, their resistance to an oral dose 
of Salmonella typhimurium was decreased, and the organisms 
given by mouth could be recovered from the large intestine. 


Physicians and Radio Performances.—Prof. L. J. Witts strongly 
objects to the insistence of the Central Ethical Committee of the 
British Medical Association on the anonymity of physicians 
appearing professionally in radio or television performances 
(Brit. M. J. |supp.] 1:263, 1955). He says that the committee 
misrepresents the conditions and purposes of radio. Scripts are 
carefully censored so that no self-advertisement is possible; 
physicians are invited to appear on the radio for education of 
the public and not for personal advertisement. Most physicians 
work within the framework of the National Health Service or 
other public services, and it is therefore essential that the public 
should be well informed about health and disease. Two im- 
portant channels of education are radio and television and, if 
the physician appears on either of these, he must make personal 
contact with his audience to be a success. It is difficult to do 
this unless his name and status are known to the audience. 
Professor Witts says that the general public is entitled to know 
these things. Nobody wants to listen to “a physician” or “a 
surgeon.” He thinks that the name and description of a doctor 
appearing should be published in the same way as it is at the 
head of a professional medical article. People appear on radio 
and television because of “the fun of doing it” and to achieve 
success in these mediums. They cannot be successful while re- 
maining anonymous. To get a good audience for a radio per- 
formance one must have good material and a good reputation. 
One cannot have a reputation if one is not known. If physicians 
appearing on radio and television are to attract an audience 
comparable with that attained by radio personalities, they will 
only do so by making themselves known through a number of 
interesting talks or discussions under their own names. Pro- 
fessor Witts says that he has often broadcasted under his own 
name but that he has never been requested as a consequence 
to see a patient. The accusation of gaining patients through 
undue or unfair publicity does not therefore arise. The ban 
seems to reflect a tendency to say that what everyone cannot 
have no one will have. Medical radio and telecast programs 
are managed better in the United States, where, since there are 
provisions to prevent improper use of radio or television for 
personal advertisement, radio appearances are encouraged by the 
American Medical Association. 


Cause of Coronary Thrombosis.—At a meeting of the Royal 
Society of Medicine to discuss coronary artery disease, Prof. 
H. W. Fullerton of Aberdeen attributed coronary thrombosis to 
diet. He accepted the explanation of Prof. J. B. Duguid of 
Durham that narrowing of the coronary arteries was due to 
small thrombi in the vessels becoming covered with endothelium 
and then organizing to form a fibrous thickening in the intima 
(Lancet 1:525, 1955). Since most mural thrombi show some 
fatty change they give rise to that combination of fatty 
change and fibrosis that is characteristic of atherosclerosis. 
Fullerton reviewed the evidence that atheroma is associated with 
a high fat intake in the diet. The growth of income is associated 
in Britain and the United States with an increased intake of fat 
in the diet and also with an increased incidence of coronary 
thrombosis, which is regarded as secondary to atheroma. Two 
other observations showed a correlation between intake of fat 
and the incidence of coronary thrombosis. Keys in the United 
States noted that the mortality from degenerative heart disease 
was higher in countries whose inhabitants had a high fat intake 
in their diet; and mortality from cardiovascular diseases de- 
creased in Norway in World War II, when the fat ration was 
very low. Fullerton found experimentally that reduced clotting 
time was associated with the lipemia that followed a fatty meal 
and that this increased blood coagulability was present only 
when the intake of fat was high. He suggested that one factor 
responsible for the intermittent deposition of fibrin on the 
arterial intima was the ingestion of meals containing much fat. 
There would be much individual variation in this and also a 
sex difference, if this explanation were correct. The lipemia 
following the ingestion of fat is certainly greater in elderly sub- 
jects and in those with coronary artery disease. Fibrinolysis 
might also be a factor in the cause of coronary disease. 
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Dr. J. N. Morris, director of the Social Medical Research 
Unit of the Medical Research Council, considered the epidemi- 
ology of coronary atheroma. Mortality rates showed a slowing 
in the fall of the death rate in middle-aged men in the last 30 
years; this did not apply to the death rate in women. Duodenal 
ulcer, ischemic heart disease, and bronchial carcinoma were 
mainly responsible for this. Ischemic heart disease was the 
largest single factor. The inhabitants of large towns and phys- 
ically inactive persons were the chief sufferers; farmers and 
agricultural workers were particularly free of the disease. An 
epidemiological study of the pathology of coronary athero- 
sclerosis was needed, and Dr. Morris had appealed to patholo- 
gists all over the country for information. Analysis of pooled 
hospital records showed that the proportion of men with coro- 
nary atherosclerosis increased to as high as 20 to 25% by the 
age of 70; the proportion with stenosis of a main coronary artery 
was 30 to 35%. Those dying of hypertension had more coronary 
atherosclerosis than others. In a fifth of the deaths from ischemic 
heart disease coronary atherosclerosis was not observed. The 
effect of lack of exercise was most marked. For example, the 
incidence of coronary thrombosis was much greater in omnibus 
drivers than in conductors, who spent much time running up and 
down the stairs. 


Future of Medical Research.—In an address given on May 18 
at the opening of the metabolic research unit set up by the 
Birmingham Regional Hospital Board, Prof. L. J. Witts of 
Oxford University deprecated the stifling effect of socialized 
medicine on research. “Those of us who are engaged in medical 
education and research fear the treason of the clerks, who wish 
to have everything tidy and circumscribed and who forget that 
the oak sheds ten thousand acorns to produce another tree and 
the fish spawns a million eggs to maintain the race of fishes. 
Research requires a spirit, not of prodigality but of magnificence. 

. We are more likely to get it from local pride than central 
authority.” The need for local initiative is greater than ever un- 
der the National Health Service, said Professor Witts, where 
the risk is that enthusiasm may be stifled and everything reduced 
to one dead level. Referring to the important part played by the 
patient in medical research, he quoted from Bernard Shaw’s 
play, “The Doctor’s Dilemma.” “It’s always the patient who has 
to take the chance when an experiment is necessary, and we 
can find out nothing without experiment.” New diseases, physical 
and mental, have appeared with the strain of civilized life, the 
change in human nutrition, the hazards of industry and trans- 
port, and the aging of the population. The need for experiment 
is not likely to diminish. The cooperation and the consent of the 
patient for this must always be obtained. If only those things 
are done that can be explained and agreed to by an intelligent 
patient, clinical research as a whole will greatly gain. Clinical 
research is a joint enterprise undertaken together by physician, 
scientist, and patient. It is no longer possible to preserve medi- 
cine as a mystery now that the state is the major supporter of 
medical research. 


Poliomyelitis Vaccine—The Medical Research Council has an- 
nounced that a limited amount of poliomyelitis vaccine of the 
type used by Dr. Salk will be available in Britain this year. There 
will only be sufficient vaccine for the inoculation of small groups 
of children in a few centers where there are facilities for study- 
ing the poliomyelitis virus. The response to vaccination will be 
studied serologically. The council believes that this is necessary 
for planning the most effective use of the larger quantities of 
vaccine that it is hoped will become available next year. At 
present the use of the vaccine must be restricted to centers 
selected for these trials. The situation has been complicated by 
the refusal of the Indian government to export monkeys to 
Great Britain. These are used in the preparation of the vaccine. 
This ban was imposed four months ago after 394 monkeys were 
accidentally suffocated at London Airport during transit from 
India. Antivivisection societies are urging the Indian government 
to keep the ban in force. If the vaccine is to be produced in any 
quantity, 1,000 monkeys a month are needed from India. There 
are now fewer than 50 left for this purpose after producing 
sufficient vaccine for the trials planned by the Medical Research 
Council this summer. India has almost a monopoly on monkeys 
for medical research purposes. 
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John Snow Centenary.—The section of epidemiology and pre- 
ventive medicine of the Royal Society of Medicine celebrated 
the centennial of the publication of John Snow’s classic, “On 
the Mode of Communication of Cholera.” Bradford Hill, pro- 
fessor of medical statistics in the University of London, effec- 
tively debunked the traditional story of Snow stopping the 
epidemic by removing the handle from the Broad Street pump. 
Snow himself never claimed that this episode halted the epi- 
demic. The removal of the pump handle was symbolic rather 
than effective. Snow’s fame rested securely on his theory of 
the mode of spread of cholera, built up by reasoning based on 
innumerable careful observations made personally by “shoe- 
leather epidemiology” in the affected area. Professor James 
Mackintosh, of the University of London department of public 
health, whose paper was read in his absence, stressed the diffi- 
culties against which Snow had to contend. Surface pumps were 
allowed to remain in the affected areas long after Snow’s death. 
Snow’s views were attacked in the Times by the Private Enter- 
prise Association, and Lancet accused Snow of riding a scientific 
hobbyhorse by insisting on the paramount dangers of sewers. 


Risks from Atom Bomb Tests.—On March 10 the Prime Minister 
was asked to take the initiative in proposing the establishment 
of a United Nations Commission to study the dangers to human 
beings from radiation during atom bomb tests and to seek the 
limitation of the number of experiments and thus prevent injury 
to the human race through world-wide contamination of the 
atmosphere. The atomic and nuclear tests carried out so far have 
released about the same amount of radiation in regions well 
away from testing ground as would be liberated during radi- 
ography of the chest. The Federation of American Scientists has 
proposed an immediate United Nations study of the potential 
genetic risks of nuclear weapon tests. The increase in radio- 
activity of the atmosphere from these weapons is negligible, 
except in the immediate vicinity of the explosion. Dr. Barnet 
Stross, a medical Member of Parliament, asked what research 
was being conducted on the problem of the increasing radio- 
active content of the atmosphere of Londoa and what evidence 
there was of an association between this increased radioactivity 
and bronchial neoplasms. The Lord President replied that there 
is no evidence of any increased radioactivity of London air in 
recent years, that any radioactivity present is due to natural 
causes, and that there is no evidence that radioactivity is a con- 
tributory cause of bronchial carcinoma, although further investi- 
gations are being pursued on this possibility. 


Dentists’ Pay.—Dentists in the National Health Service had a 
10% pay cut in 1950 when it was discovered by the Ministry 
of Health that they were earning far more than had been esti- 
mated when salary scales were drawn up. On March 17, 1955, 
the Minister of Health notified the British Dental Association 
that the salary cut of 1950 would be abolished. On March 31 
the remuneration committee of the Dental Association recom- 
mended rejecting the Minister’s offer because it would mean 
abandoning the recommendations of the Spens Committee, 
which had been asked to arbitrate on the matter of dentists’ 
salaries, and the association’s claim, based on them, for a scale 
that would produce an average net salary of $6,160 a year. 
After further consideration the association decided not to accept 
the committee’s recommendations but to advise acceptance of 
the Minister’s offer, because of the danger of refusing something 
palpable and embarking on an interminable series of negotia- 
tions. 


Niddah and Sterility —According to Dr. Bernard Sandler of the 
fertility clinic at the Manchester Victoria Memorial Jewish 
Hospital, niddah (postmenstrual abstention from coitus) is an 
important cause of sterility (Brit. M. J. 1:1339, 1955). He quotes 
the example of the woman with a short menstrual cycle (e. g., 
23 days), who will ovulate on about the ninth postmenstrual day. 
If, as often happens, she menstruates for eight days and then 
observes seven days’ abstinence, the first coitus will not be until 
the 15th postmenstrual day, when the ovum is presumably dead. 
Every year Dr. Sandler sees a number of such patients who, 
wishing to become pregnant, have been subjected to much use- 
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less treatment for what is a very simple condition, once the 
knowledge of niddah is kept in mind. He recommends the ad- 
ministration of estrogens or, in some patients, androgens at the 
onset of menstruation. This postpones ovulation and allows 
the woman to have intercourse when the ovum is still alive. 


Physician Auctions His Good Will.—When the National Health 
Service was introduced in 1948, all general practitioners who 
entered that service were promised financial compensation on 
retirement for loss of the good will of their practices. A physician 
has now auctioned his $11,450 compensation in a London auc- 
tion room for $9,100. Such a thing has never been done before. 
The medical practice compensation is payable to a general prac- 
titioner in the National Health Service on retirement or to his 
dependents on his death before then. It carries with it a yearly 
interest of 278%. The physician who auctioned his compensa- 
tion is the senior partner of a thriving London suburban practice. 
The purchaser will receive $11,450 ptus the interest from the 
Ministry of Health when the physician dies or retires. The 
auctioneer stated that since the auction he has had several in- 
quiries from other physicians interested in selling their medical 
practice compensation. 


Abolishing the Apothecary System.—The apothecary system of 
measurement is to be abandoned in the British Pharmacopoeia 
for 1963 and subsequent editions. In 1951 the Committee on 
Weights and Measures Legislation, appointed by the Board of 
Trade, recommended that the apothecary system of measure- 
ment should be abolished after five years and that the trades and 
professions at present using it should replace it with the metric 
system. In 1953 the executive committee of the General Medical 
Council informed the Board of Trade that it accepted the rec- 
ommendation. The compilers of the British Pharmacopoeia are 
agreed that the apothecary system should be eliminated from 
the Pharmacopoeia but believe that it would be premature to 
make the change as early as 1958, when the next edition is due 
to be published. 


Slimming Reduces Gas Consumption.—An unusual angle of 
the present enthusiasm for slimming is the decrease in the 
domestic use of gas. The traditional cooked breakfast is be- 
coming a thing of the past in many households. Many persons, 
especially women, now take litthke more than fruit juice and 
toast for breakfast. Another factor is the move away from 
home cooking as a result of factory, canteen, and school meals. 
Many married women are attracted into industry who pre- 
viously had their midday meal at home. In addition, with both 
husband and wife working, ready-cooked foods simplify shop- 
ping. 


Frustration in Hospital Service.—A warning of serious deteriora- 
tion in the standards of hospital service was given by the presi- 
dent of the Association of Hospital and Welfare Administrators 
at the annual conference of the association. Although hospital 
service has improved since it became nationalized on July 5, 
1948, the same feeling of frustration is found in the service that 
appears to be common to any service as soon as it becomes 
nationalized. A feeling of “couldn’t care less” or “not my 
responsibility” appears to be creeping in. 


Doctor Fined.—The Norwich Executive Council has asked the 
Minister of Health to withhold $588 from the remuneration 
of a physician under contract with the National Health Service. 
He was said to have given prescription forms for free drugs to 
private patients not in the service. He also gave another physi- 
cian who was not in the service 305 prescription forms, enabling 
the latter’s private patients to obtain free medicines. He has 
the right to appeal against the recommendations of the executive 
council. 


Damages for Rheumatoid Arthritis—A Glasgow schoolteacher, 
aged 28, sued the city of Glasgow for $28,000, claiming that 
she had contracted rheumatoid arthritis through working in a 
damp, badly ventilated, and poorly heated room. The case was 


195§ 


Vol. 158, No. 13 


tried before a jury, which, by a majority of seven to five, found 
for the plaintiff and assessed the damages at $5,600 despite the 
fact that Dr. Dudley Hart, a rheumatologist, testified that from 
the point of view of causing rheumatoid arthritis, coldness and 
dampness had no relevance. Dr. J. P. Currie, also a rheuma- 
tologist, gave similar testimony, in support of which he pointed 
out that there was no increased incidence of the disease among 
refrigerator workers and that fishmongers and butchers were 
apparently immune. Furthermore, the disease is common in 
Spain, Switzerland, and the Arizona desert. 


INDIA 


Chloramphenicol in the Therapy of Venereal Diseases.—Rajam 
and his co-workers (Journal of the Indian Medical Profession, 
vol. 1, no. 11, Feb., 1955) have used chloramphenicol in the 
treatment of syphilis, gonorrhea, chancroid, lymphogranuloma 
venereum, and granuloma inguinale. Chloramphenicol given 
intramuscularly proved effective in the treatment of all of these 
diseases. Parenteral treatment gave better results than oral 
therapy. Treatment had to be stopped in three patients due to 
the development of cutaneous allergy. Routine examination of 
blood in all the patients treated with chloramphenicol did not 
reveal any harmful side-effects. The empirical dosage of chlor- 
amphenicol used for the cure of gonorrhea, chancroid, and 
lymphogranuloma venereum is not enough to abort a con- 
comitant syphilitic infection during the incubation period. One 
patient with granuloma inguinale who was resistant to poly- 
therapy responded to 20 grains (1.3 gm.) of chloramphenicol 
given intramuscularly, The value of this drug in effecting perma- 
nent cure in early syphilis is yet to be decided. One patient came 
back because of reinfection three and a half months after he 
was adequately treated for secondary syphilis with chlor- 
amphenicol. This may indicate that the first infection was al- 
ready cured before he was reinfected. The high cost of the 
drug prevents its being used as a routine antisyphilitic measure, 
although, in penicillin-resistant patients with syphilis or gonor- 
rhea, those with granuloma inguinale who are resistant to 
streptomycin, and those with chancroid or lymphogranuloma 
venereum who have shown no improvement after sulfonamide 
therapy, chloramphenicol may be given intramuscularly with 
benefit. 


Effects of Rauwolscine.—Das and his co-workers (/ndian J. M. 
Res. 43:101 (Jan. 1] 1955) found Rauwolscine, an alkaloid of 
Rauwolfia canescens, to have a hypotensive effect. A peripheral 
vasodilator, a sympathicolytic, a central vasotonic, and a reflex- 
block activity had been demonstrated earlier. The authors’ re- 
sults were compared with those obtained by using alkaloids of 
Rauwolfia serpentina in cats and monkeys. A marked fall in 
peripheral resistance occurred due to vasodilation, but there 
was no significant alteration in the cardiac output. The effect of 
this alkaloid was best obtained when it was given intracisternally. 
Intraperitoneal injection gave an identical response when larger 
doses were used, but there was a long latent period when this 
route was used. After intravenous injection the fall in peripheral 
resistance was preceded by a transient period of cardiac ir- 
regularities and increased peripheral resistance. These findings 
thus point to a predominantly central origin of the hemo- 
dynamic response. 


Median Rhomboidal Glossitis—Dr. M. V. Sirsat has reported 
six cases of median rhomboidal glossitis (J. Indian M. A. 124:493 
[April 1] 1955). This rare condition is probably congenital. It 
consists of a benign plaque on the tongue situated anterior to 
the circumvallate papillae. All six patients came to the hospital 
with a tentative diagnosis of carcinoma of the tongue. At the 
hospital the diagnosis of median rhomboidal glossitis was based 
on the gross features and characteristic location of the lesion. 
The surface of the lesion in some patients showed fissures and 
was smoothly glistening in others. It was painless. There was 
no leukoplakia in any part of the mouth. The submaxiilary 
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lymph nodes were enlarged. The characteristic site for this lesion 
is immune from primary carcinoma. Of 4,400 carcinomas of 
the tongue seen at the Tata Memorial Hospital, none arose 
primarily from this site. A biopsy was performed in all six 
instances to confirm the clinical diagnosis, and no evidence of 
malignancy was seen. In five instances the surface was covered 
with stratified epithelium. The epithelium showed acanthosis 
and hyperplasia with subepithelial round cell infiltration. In the 
sixth instance there was an exuberant growth of the epithelium, 
and the appearance could be mistaken for carcinoma; however, 
there was no evidence of anaplasia in any part of the section. No 
treatment is necessary, but the lesion may be excised if the 
patient wishes to get rid of the growth. 


Melanoma of the Esophagus.—Dr. M. V. Sirsat reported that 
in the last 13 years only one case of malignant melanoma of 
the esophagus was seen at the Tata Memorial Hospital, Bombay 
(Indian J. M. Sc. 9:22 |Jan. 1] 1955). A 40-year-old man was 
admitted because of difficulty in swallowing solids of one year’s 
duration. There was no pain or hematemesis. There was no 
evidence of a melanoma in the skin, eyes, or anal canal. A 
barium meal showed obstruction and presence of a tumor at 
the lower end of the esophagus. On esophagoscopy a cauliflower- 
like mass was seen on the posterior esophageal wall about 24 cm. 
from the incisor teeth. Biopsy showed the presence of large 
pleomorphic cells with an abundance of basophilic cytoplasm. 
The nuclei were round or ovoid with clumps of chromatin 
material. In the hematoxylin-eosin preparation melanin was seen 
as small particles in the cytoplasm, and after silver staining it 
was seen in large amounts intracellularly and extracellularly. 
The patient left the hospital against medical advice. 


Antipyretic Activity of Some Indigenous Drugs.—Gujral and his 
co-workers (Indian J. M. Res. 43:89 |Jan. 1] 1955) conducted 
a series of animal experiments to determine the antipyretic 
effectiveness of 31 indigenous drugs. Aspirin was used as the 
standard for comparison. Fever was produced by subcutaneously 
injecting a 15% suspension of dried brewer’s yeast and 2% 
acacia in isotonic sodium chloride solution. A decoction of the 
crude drug was introduced into the stomach. Control studies 
were made with a 2% solution of acacia in isotonic sodium 
chloride solution. The standard drug was also dissolved in a 
solution of 2% gum acacia in isotonic sodium chloride solution 
are administered orally. Only two drugs, Wrightia tinctoria 
(Indra Jav) and Woodfordia floribunda (Dhaya phul), appeared 
to be superior to aspirin in their antipyretic action. The active 
principles of these drugs are being studied. 


Fibroma of the Frenum Linguae.—Fibroma of the frenum 
linguae is found exclusively in infants and disappears spontane- 
ously after a few years. It is rare and appears at the site that is 
characteristic for pertussis ulcers. K. D. Shah reported a case 
treated successfully with chloramphenicol (J. Indian M. A, 
24:471 [March 16] 1955). A 1-year-old boy with a pea-sized 
ulcer on the frenum linguae was seen. The margins of the ulcer 
were not raised. Although the mother’s Kahn test was negative, 
antisyphilitic treatment was given for two months without any 
improvement. The lesion became nodular and developed a 
peduncle, and the margins became raised. It was not tender and 
did not bleed on touch. The child was given 50 mg. of chlor- 
amphenicol empirically three times a day. The ulcer began to 
diminish in size from the 4th day onward and had disappeared 
completely on the 10th day. 


Combined Antibiotics —Chopra and Khajuria (/ndian J. M. Res. 
43:129 [Jan. 1] 1955) have tried combinations of antibiotics 
with other chemotherapeutic agents with a view to broadening 
the antimicrobial activity of an antibiotic or reducing its toxicity. 
Viomycin alone is very effective against gram-negative organ- 
isms, but its toxicity is so great that it cannot be used clinically, 
It was found, however, that a combination of a noninhibitory 
concentration of viomycin with a relatively small amount of 
penicillin inhibited the growth of gram-negative organisms. 
Similarly gram-negative organisms became more susceptible to 


58 


1194 FOREIGN LETTERS 


chloramphenicol when combined with noninhibitory concentra- 
tions of viomycin. The organisms tested were Salmonella 
typhosa, S. paratyphi, S. schottmiilleri, and Escherichia coli. 


ISRAEL 


Myocardial Infarction.—At the 18th medical congress in Tel 
Aviv Dr. Z. Lewitus of the Beilinson Hospital in Petach-Tikvah 
reported that between June, 1946, and July, 1953, 1,828 patients 
with first and recurrent myocardial infarctions were diagnosed 
among members of the Labor Sick Fund in the coastal region; 
469 of these cases (26%) were hospitalized in Beilinson Hospital. 
An analysis of the dates of occurrence of myocardial infarction 
showed that the monthly fluctuations were statistically insig- 
nificant, except for the month of October, when the decrease 
of the number of cases from the mean was greater than three 
times the standard error. These results contradicted the accepted 
view that the incidence of myocardial infarction is increased in 
the winter months. Comparing the number of cases during fall 
and winter with those in the hot months (spring and summer), 
it was found that a greater number of infarctions occurred in 
the hot period. In winter 207 cases occurred with 44 deaths; 
in summer 242 cases with 56 deaths. According to Heyer and 
his co-workers in Dallas, Texas, where the climate is similar to 
our own, a prevalence of myocardial infarctions in the hot 
months was noted. The sharav (dry, usually hot weather caused 
by desert winds) has been suspected of provoking myocardial 
infarction. Analysis of the moving average of sharay days in the 
past four or five years, compared with the moving average of 
the number of attacks, failed to show any significant correlation 
except for divergence during the months of May and October. 
The significant drop in the number of cases in October might 
be related to the prevalence of sharav during this month. The 
coefficient of correlation for those two events was 0.1, indicating 
a Slightly diminished incidence of attacks on sharav days. Also 
the analysis of the number of attacks of the day preceding and 
the day following a sharav by the “N” method (Dull) has failed 
to show the supposed increase in myocardial infarctions at these 
times. No other correlation could be found between the occur- 
rence of the attack and any of the known and measurable 
meteorologic characteristics such as temperature, relative 
humidity, wind strength, or amount of rain. 


Public Health Progress.—Dr. H. Nelson, Chief Medical Officer 
of Pretoria, South Africa, praised the progress of Israel's health 
standards following his earlier visit in 1951 but severely criti- 
cized the neglect of preventive medicine when he reported 
recently to the heads of governmental and public health authori- 
ties On a month’s inspection of medical services. Dr. S. Btesh, 
Director General of the Ministry of Health, prefaced Dr. 
Nelson’s remarks by recalling that the visitor had presented 
recommendations to the government four years ago. If they 
had not all been implemented, it was through lack of oppor- 
tunity rather than reluctance. One of Dr. Nelson’s main recom- 
mendations was the concentration of all health services under 
the Ministry of Health. Dr. Nelson pointed out that, if govern- 
ment funds aided medical institutions, then the Ministry of 
Health should supervise their expenditure. The Labor Sick 
Fund is praiseworthy, but under the present division of power 
it exercises involuntary competition. The government allocates 
health budgets to local authorities without sufficient control of 
their activities. Some of the larger local authorities even lack 
qualified medical officers. Compilation of a public health act 
to supersede existing ordinances is advancing too slowly, due 
to unawareness of the need for new legislation. Such an act 
would define the exact responsibility of local and central govern- 
ments. Local bodies now shirk their duties, vaguely outlined 
under the present law, and build without considering sanitary 
requirements. The government itself may build without the 
sanction of a health inspector. The act would replace the slow 
and involved court procedure necessary to prosecute an offender 
against public health. Fines heavy enough to bring home the 
gravity of an offense must be imposed, instead of the nominal 
punishment usually meted out. Dr. Nelson balanced his adverse 
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impressions with admiration for the general rise in health. Since 
his earlier visit, the infant mortality rate had been lowered from 
60 to 35 per 1,000. Gastroenteritis, which can be prevented by 
hygienic living, is still the main cause of infant deaths. Food 
handling has greatly improved in cleanliness, but much remains 
to be done. 


Need for More Expansion of Medical Schools.—Fifty-three 
Arab and Druze students are studying at the Hebrew University 
this year. Thirty-five are freshmen, of whom one is the only 
Arab woman student at the university. Thirty-one of the 53 
are in the college of humanities and social sciences (liberal arts), 
4 in the college of science, 2 in the college of agriculture, 10 
in the law school, and 6 in the college of medicine (one in the 
school of pharmacy and 2 in the school of dentistry). The de- 
mand for places in the Hebrew University-Hadassah Medical 
School far exceeds its capacity. There were 284 candidates for 
50 places in the freshman class. The pharmacy section had 26 
candidates for about 12 places, and the school of dentistry had 
2 more applicants than it could accept. In the other five colleges, 
capacity more or less keeps pace with the pressure because 
lecture rooms do not limit attendance to the same extent as 
laboratories. 

The increasing demand for medical personnel in Negeb settle- 
ments has prompted the Ministry of Health to organize three 
seminars to train registered practical nurses, who will receive 
15 months tuition on condition that they afterward serve for 
a year wherever the government sends them. About 35 students 
will attend each seminar, 7 of them being young men. At least 
50 young Arabs applied, and 18 have been accepted. The Arab 
graduates will staff two family health centers now being built 
in the Little Triangle. A special curriculum has been devised 
for the course. It will qualify graduates for maternal and child 
care, first aid, and dispensary work, under the guidance of a 
fully qualified nurse or physician. The public committee for the 
Negeb settlement had approached the Ministry of Health with 
an urgent request for nurses, but none of the 260 graduates 
who received their diplomas this May agreed to live in a Negeb 
village. They all obtained posts in hospitals, institutions, or 
urban health services. Although there are now 484 student nurses 
in 11 schools, this apparently large force will be depleted by 
young women leaving for family reasons. There was, however, 
a large choice of candidates for the seminars now being arranged. 
The Ministry of Health has also opened its first seminar for 
midwives. Here, too, a year’s training will be followed by a 
year’s compulsory service. A dozen practical nurses will spe- 
cialize in midwifery. 


ITALY 


Surgery in Pulmonary Tuberculosis—At a meeting of the 
Lombardy Society of Medical and Biological Sciences Professor 
Oselladore stated that pulmonary resection is becoming the 
treatment of choice for pulmonary tuberculosis, because it can 
lead rapidly to the clinical healing of old and extensive lesions 
that did not respond to any previous treatment, even surgical. 
Often it is less harmful to the respiratory function than collapse 
therapy, especially if it is performed early, and the patient can 
be returned to his family and to society in a relatively short 
time. This form of treatment is accepted by the patients because 
it gives quick recovery. Despite the success of this method, 
preliminary treatment with collapse and antibiotics should be 
tried. The surgeon is called on to collapse the walls of the cavity. 
Unlike simple pneumothorax, surgical collapse not only frees 
the lung from the ribs and makes it possible for the organ to 
retract but also makes possible a constant pressure on the wall 
of the cavity after it has been collapsed. This pressure is achieved 
by most of the collapsing techniques. The speaker does not 
believe that drainage of the cavity is necessary, as is usually 
believed, but that it may even be dangerous. Closure of the 
lobar bronchus has also proved useful in favoring the recovery 
from cavitation. Further progress in collapse therapy can be 
obtained with fixation of the collapsed lung. The speaker con- 
cluded that conservative methods would prevail over the more 
radical methods. 
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Corneal Alterations in Diabetic Patients.—At a meeting of the 
Medical Society of Parma Professor Quaranta reported that 
some patients with diabetes show corneal alterations consisting 
of small dystrophic foci in the epithelium that stain with 
fluorescein and that present varying morphological characteris- 
tics. Besides elements in which the predominating factor is a 
State of simple epithelial impairment, there are foci in which 
a loss of central substance surrounded by a halo of dystrophic 
epithelium is observed. The foci may be numerous; they do not 
have a tendency to coalesce; they are situated mainly in the 
lower half of the cornea; and they are spread apart or assembled 
to form dotted areas of varying form and extent. The number 
of the single lesions and the area of the corneal surface involved 
determine the gravity of the keratopathy. Edematous and in- 
filtrating perifocal episodes may be present, and this is the only 
condition that may lead to a relative confluence of the various 
foci. These changes were observed in 13 of 38 diabetic patients. 
The condition may be unilateral or bilateral. Unilateral lesions 
may disappear in the eye that was first impaired and appear later 
in the other eye. The fact that corneal dystrophy is often present 
in aged diabetic patients in poor general and ocular condition 
at first led to the assumption that these corneal alterations were 
of a general dystrophic nature rather than the expression of 
the diabetes. The speaker performed numerous control studies 
on nondiabetic persons in the same age group, but corneal 
lesions similar to those found in the diabetic patients were not 
observed in the controls. 


NORWAY 


Books on Medicine for the Layman.—The educated layman in 
Norway has recently been cheered and at times puzzled by two 
books dealing with medical problems. Author of “Pasienten 
og Laegen” (The patient and the Physician) is the late Dr. Trygve 
Braatoy, who while still quite young was put in charge of the 
psychiatric department of the Ullevaal Hospital. His resigna- 
tion of this appointment was tendered in protest against the 
stereotyped groove into which, in his opinion, hospital medical 
services had slipped. The subtitle of his book, “Fragments of a 
Polemic Autobiography,” gives the keynote to the spirit in which 
he wrote. The abuses in the world of medicine at which he 
tilts include the fate awaiting the patient on admission to a 
hospital, where he has to run the gamut of many tests, un- 
relieved by any close personal contact. From mechanized medi- 
cine, he goes on to a colorful description of the various types 
of physicians who have served under him, from the gifted intel- 
lectual bent on a distinguished scientific career to the obscure 
clinician, who is more interested in his fellow beings than in 
a medical library and who retains, until the end, the passionate 
love of his patients. One of the characteristic features of this 
book, raising it to the rank of a best seller, is the personal touch. 

The author of the other book “Lege eller Kvaksalver?” (Phy- 
sician or Quack?) is Dr. O. J. Broch, professor of medicine at 
the University Hospital in Bergen. The title of this volume is 
misleading, for Broch gives his readers much more than a dis- 
cussion of the conflicting claims of orthodox and unorthodox 
medicine. Much of the book is devoted to subjects of more gen- 
eral interest; to an explanation of the methods of scientific re- 
search, to world health problems, and to the elements of 
physiology and pathology. The reader that Broch evidently had 
in mind is the educated layman who wants to find out the real 
reasons for the public’s love of quackery. Broch’s approach is 
historical, and he introduces the reader to the founders of such 
vogues as homeopathy, iris diagnosis, and the like. Although 
he defends orthodox medicine against unorthodox medicine, he 
admits the mistakes of the former. He pays his readers the 
compliment of not talking down to them. 


Infectious Mononucleosis.—The frequency of a given disease 
seems to rise abruptly with our knowledge of it. In the Trond- 
heim Central Hospital, infectious mononucleosis was represented 
as recently as 1948 by only 5 cases, whereas in 1952 the cor- 
responding number was 26. In a study of 17 patients treated 
between 1948 and 1953, Dr. R. Savosnick points out how rare 
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it is for this disease to be recognized before a patient is ad- 
mitted to a hospital where blood cell counts are made (Tidsshkrift 
for den norske legeforening, May 1, 1955). In his series there 
were only eight patients in whom infectious mononucleosis was 
diagnosed before admission to the hospital. On the other hand, 
31 were admitted with a tentative diagnosis of diphtheria and 
19 with a diagnosis of angina faucium. Thirty patients were 
between 16 and 20 years of age; 29 were under 16, 11 of these 
being in the 1 to 5 year age group. Savosnick suggests that the 
rarity of this disease after the age of 30 may mean that most 
members of a given community have already suffered from it 
before reaching this age. He suspects that its rarity in the first 
half year of life may mean that the newborn infant enjoys a 
passive immunity transferred to it by the mother. In 40 of the 
author’s patients, 70% of the leukocytes counted were mono- 
nuclear. Indeed, the diagnosis of infectious mononucleosis de- 
pended in all 77 patients on the demonstration of large, atypical 
lymphocytes. Palpable lymph nodes were also found in every 
patient. Two patients had visible jaundice, and it may be that 
the hepatic functions were more or less impaired in several 
others, as many other observers have found the liver involved 
in over 90% of their patients. The recovery of all of these 
patients after an average illness of 10 to 13 days did not seem 
to be due to modern antibiotic treatment, for the reaction was 
much the same whether the drug given was a sulfonamide (18 
patients), penicillin (19 patients), or chlortetracycline (40 
patients). 


Pulmonary Embolism.—Certain textbook traditions regarding 
the signs of pulmonary embolism are challenged by Dr. Per 
Gundersen in Nordisk medicin, April 7. This study covers the 
period of Oct. 1, 1949, to Oct. 1, 1954, during which there were 
119 cases of pulmonary embolism among the 10,525 admissions 
to the Ullevaal City Hospital in Oslo. Among the 49 patients 
who died of pulmonary embolism, 27 were examined post mor- 
tem. It has been taught that clinical signs of thrombophlebitis 
are Often associated with pulmonary embolism, but this was 
the case with less than 10% in this series. Blood-stained expec- 
toration has also been regarded as a common sign of pulmo- 
nary embolism, but, among the 27 patients examined post mor- 
tem, there were only 8 with such a history. On the other hand, 
all 27 patients were febrile, and 23 of them also suffered from 
dyspnea. When, therefore, an elderly patient becomes febrile 
and presents the findings of bronchopneumonia and when he 
does not respond satisfactorily to antibiotics after several days, 
it is well to suspect pulmonary embolism and to be prepared 
to give anticoagulant treatment. As was to be expected, the 
proportion of elderly patients in this series was high (54 of the 
119 were over the age of 70), but it was more surprising that 
7 of these patients had been up and about, apparently enjoy- 
ing good health, when signs of pulmonary embolism set in. 


Pernicious Anemia.—Norway enjoys the distinction of being the 
first country to include pernicious anemia among the diseases 
to be listed specifically as the cause of death in official returns. 
It has therefore been possible since 1885 to keep a check on 
this disease as a cause of death. That patients now die with it 
but not of it indicates the efficacy of modern treatment. A 
follow-up investigation was undertaken by Dr. P. Kolstad 
(Nordisk medicin, April 14, 1955), who traced 127 men and 170 
women who were discharged from the hospital between 1935 
and 1953 with a diagnosis of pernicious anemia. In this period 
there was a slight rise in the incidence of this disease, partly 
because of the upward shift of the age of the population and 
improved diagnostic tests. The ages of the patients ranged from 
24 to 83 years when the disease was first diagnosed; 76% were 
between 50 and 80. At the time of the survey the duration of 
the disease ranged from | to 26 years, and 50% had been alive 
7 years after the disease was diagnosed. Among the 50 patients 
reported as dead, the death of only 3 was attributed to per- 
nicious anemia. Although cancer of the stomach would have 
killed only 13% of members of the community of the same age 
and sex distribution, it accounted for the death of 20 patients 
(40%) in this group. Apoplexy accounted tor 22%, but heart 
disease did not figure prominently as a cause of death. 
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PERU 


Pulmonary Resections in Tuberculosis ——Dr. Mario Molina and 
his co-workers reported a series of 80 patients with active pulmo- 
nary tuberculosis whose lesions varied in extent and who were 
unresponsive to medical therapy (Archivos peruanos de pato- 
logia y clinica, vol. 9, no. 1, 1955). Fifty-seven patients under- 
went lobectomy; 12, pneumonectomy; 9, lobectomy plus seg- 
mental resection; and 2, parenchymal enucleation. The right 
lung was partially or totally removed in 54 patients and the 
left in 26. Of 24 patients who underwent either upper lobectomy 
or pneumonectomy without previous collapse therapy, 6 showed 
postoperative reactive disseminations and 2 died on the operat- 
ing table. In a group of 24 patients in whom limited thoraco- 
plasty plus apicolysis and temporary plombage, by means of 
Ping-Pong balls, was performed as a first stage operation, no 
reactive disseminations occurred, and only one patient died on 
the operating table. The performance of collapse procedures 
some time before the execution of the two types of operations 
mentioned .diminishes the volume of the pleural cavity, thus 
preventing the overdistention of the unremoved part of the 
lung when a partial resection is made, or the harmful displace- 
ment of the mediastinum in case of total removal of the lung. 
On the other hand, in 48 patients in whom the Carlens double- 
lumen endotracheal tube was used during the operation, only 
one postoperative dissemination resulted, with no operative 
deaths; in the remaining patients in whom a simple tube was 
used, there were eight postoperative disseminations and three 
operative deaths. The authors recommended the use of the 
Carlens tube immediately before starting the operation, since 
it not only permits the complete functional independence of 
both lungs but also minimizes the operative hazards and the 
chances of postoperative tuberculous disseminations. 

Of the 20 patients in whom bronchoscopy showed detectable 
tuberculous bronchial lesions, 11 developed fistulas as a post- 
operative complication (3 of these had undergone pneumo- 
nectomy and all died); lobectomy was performed on 7 and of 
these one died; the remaining 2 had a segmental resection and 
both survived. There is probably a close relationship between 
active bronchial tuberculosis and the development of bronchial 
fistulas after the surgical treatment of the disease. That this 
complication is one of the most dangerous for the patient who 
undergoes pneumonectomy must be kept in mind. Manually 
controlled respiration is required as it assures a quiet intra- 
thoracic field and sharply reduces the danger of hypoxia and 
hypercapnia. Following exeresis, the sputum became negative 
in 76 of the 80 patients. The blood lost during the operation 
was measured so that the amount lost could be replaced as nearly 
as possible. The total operative mortality rate was 7.6%, but, 
since the introduction of collapse procedures prior to resection, 
the use of Carlens’ tube, and controlled respiration, the mor- 
tality and morbidity rates have significantly diminished. The 
authors concluded that pulmonary resection is a valuable 
method of treatment especially when lesions not benefited by 
other methods have developed. 


Blastomycosis.—Five cases of South American blastomycosis 
were reported by Morales and Romero (Archivos peruanos de 
patologia y clinica, vol. 9, no. 1, 1955). This disease is uncom- 
mon in Peru as compared with other Latin American countries 
and is practically limited to the rural population. All of the 
patients were men. The diagnosis was made by finding the 
fungus in microscopic sections of mucocutaneous lesions or in- 
volved lymph nodes. Cultures of biopsy specimens were also 
positive. When bronchopulmonary involvement was suspected, 
sputum smears were also found to be positive. Tissue speci- 
mens were stained by Leishman’s method. Some fungi presented 
only one bud looking like the Blastomyces dermatitidis, which 
causes North American blastomycosis. In all the patients posi- 
tive direct and crossed skin reactions were observed. One pa- 
tient who had had the disease for only a short time had 
disseminated mucocutaneous lesions, but he was in good general 
health, whereas the others had had the disease for many years 
and showed general lymphatic and visceral involvement and 
severe malnutrition. In three patients a clinical remission was 
obtained with sulfisoxazole (Gantrisin) and other sulfonamides, 
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and most of the lesions healed satisfactorily. No relapses were 
observed. In the other two patients the subjective and clinical 
improvement was only fair. The authors conclude that early 
diagnosis and treatment markedly improve the prognosis. 


Meeting of Psychiatrists.—At the first Peruvian Journeys on 
Psychiatry in Arequipa in April Dr. Sal y Rosas said that the 
number of patients with mental diseases in Peru has been steadily 
increasing in the last 30 years but that facilities for their care 
had not kept pace with this increase. The Victor Larco Herrera 
Hospital of Lima is the only institution in the country especially 
devoted to psychiatric patients. Although its original capacity 
of 400 beds has been increased to 1,400, the number of psy- 
chatric patients for whom adequate medical attention is lacking 
is still high and in many parts of the country no psychiatric 
services of any kind are available. 

Dr. R. Jeri stated that about 50% of all the patients coming 
to the hospitals of Lima suffer from either primarily psycho- 
logical or psychosomatic disturbances, but most of the hospitals 
of Lima and all of those of the other cities lack a psychiatric 
service. It is essential that every hospital have a well-equipped 
psychiatric service consisting of a psychiatrist, a clinical psy- 
chologist, a psychiatric nurse, and a psychiatric social worker. 
At present, since it is not possible to create such units in every 
hospital in the country, the general practitioner is urged to 
familiarize himself with the simpler psychiatric techniques so 
that he may better serve his patients. 

Dr. Sal y Rosas, speaking on epilepsy, said that besides irrita- 
bility the epileptic personality is characterized by parasocia- 
bility in that there is a marked tendency to diligence, flattery, 
servilism, excessive courtesy, and attentiveness. The person 
tends to become hypersociable without realizing that he may 
thereby lay himself open to ridicule. This applies especially to 
those with idiopathic epilepsy. Electroencephalography is the 
most important method for diagnosing the disease, permitting 
in many patients with symptomatic epilepsy a localization of 
the irritative focus. 


Medical Endowments.—Drs. Oswaldo Hercelles and Alberto 
Hurtado, in their visit to the United States in March, obtained 
valuable help from several American institutions for the better 
functioning of Peru’s one school of medicine, San Fernando, 
in Lima. As a result new buildings are being erected for teach- 
ing the basic sciences, a large hall has been built at the Arzo- 
bispo Loayza Hospital for clinical teaching, and a similar hall 
has been built at the Santo Toribio de Mogrovejo Hospital for 
teaching neuropathology. The library has been entirely re- 
organized. Free subscriptions to several medical magazines pub- 
lished in the United States have been obtained and many books 
that the Library of Congress in Washington has declared excess 


are being sent to the school. The services of an expert in hos- 


pital administration have been obtained for a two-year period. 
The Rockefeller Foundation has made a donation of $90,000 
for the department of physiopathology in charge of Dr. Hurtado. 
The Kellogg Foundation will continue to support the biochem- 
istry department, whose director, Dr. Guzman Barron, has re- 
cently visited Harvard University. The Kellogg Foundation will 
also continue its aid to the Cardiology Institute of the Dos de 
Mayo Hospital. 


Surgical Risk in the Cardiovascular Patient—At a meeting of 
the Peruvian Society of Cardiology in May, Dr. Ricardo Subria 
reported the classification of the status of the cardiovascular 
system that has been developed in the cardiological departments 
of the Dos de Mayo Hospital and National Institute of Neo- 
plastic Diseases in order to evaluate the surgical risk in every 
cardiovascular patient to be operated on. This classification, 
based on the clinical features, has been used in 2,684 patients 
in a trial to ascertain what precautions should be taken by the 
surgeon and the anesthesiologist before, during, and after the 
operation. The results so far obtained justify its use. In this 
classification grade | includes patients without cardiovascular 
disease; grade 2, patients with cardiac disease detectable by 
physical examination but without limitation of physical activity; 
grade 3, patients with cardiac disease resulting in slight to mild 
cardiac insufficiency, reflected in moderate limitation of physi- 
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cal activity; and grade 4, patients with cardiac disease resulting 
in cardiac failure, and inability to carry on any physical activity 
without discomfort. In 2,539 patients in grades 1 and 2, the 
operative mortality due to central circulatory causes was 0.1%; 
in 134 patients in grades 2 and 3 it was 6%; and in 11 patients 
in grades 3 and 4 it was 36%. Patients with severe anemia, 
hypertension, obesity, advanced arteriosclerosis, or chronic shock 
tolerated the operation and the postoperative period poorly. 


Dr. Warren Honored.—Dr. Earl Warren, professor of neuro- 
surgery of the Johns Hopkins University, Baltimore, was named 
honorary professor of the Universidad Nacional de San Marcos 
in a special session of the faculty of medicine on May 2. The 
nomination was made by Dr. Oscar Trelles, professor of neuro- 
pathology. Dr. Warren was also made an honorary fellow of 
the Peruvian Society of Neuropsychiatry and Legal Medicine. 


SWITZERLAND 


World Health Assembly.—The Eighth World Health Assembly 
held in May in Mexico City was attended by delegations from 
76 member states. The purpose of this assembly was to review 
and examine international health work assisted by the World 
Health Organization on all continents and to plan future health 
programs. Most of the session was occupied by a study of the 
director-general’s report of the work accomplished by the World 
Health Organization in 1954 and of the proposed program and 
budget for 1956. Dr. M. G. Candau, the director-general, ex- 
plained that the two greatest challenges now facing the World 
Health Organization are the eradication of malaria and the use 
of atomic energy in medicine and public health. Ever since its 
inception the World Health Organization has sought to mobilize 
all internationally available resources to help control malaria. 
As a result of energetic action undertaken by national admin- 
istrations, often assisted by the World Health Organization and 
other agencies, more than 230 million people can today be con- 
sidered either freed or protected from malaria. Future efforts 
to bring safety to over 370 million people still exposed to malaria 
must consider the fact that anopheline mosquitoes, which trans- 
mit malaria, may become resistant to insecticides. For this 
reason, we must aim at eradication rather than control. 

As the resources of the World Health Organization for the 
development of peaceful uses of atomic energy related to medi- 
cine and public health are limited to $42,000 in 1956, it was 
decided that the organization should confine its activities to 
international aspects that individual countries were unable to 
deal with. The program will therefore include the question of 
health protection against the effects of radiation with emphasis 
on protecting the community against health hazards connected 
with the location of atomic energy plants and the contamina- 
tion of water by liquid wastes, of air by volatile materials, or 
of the soil and the sea by solid wastes disposed therein. This 
part of the program would also include the establishment of 
standards for radioactive material and of units of radioactivity. 
The World Health Organization will provide expert advice and 
will collect and disseminate relevant scientific information. The 
program will also include study of the medical use of radio- 
isotopes in therapy, diagnosis, and research. The organization, 
acting as a clearing house for the exchange of information, will 
develop long-term help to countries in training adequate techni- 
cal personnel through fellowships, consultants, study tours, and 
advanced training courses. The World Health Organization is 
also planning to convene two expert groups during 1956 in order 
to study various aspects of the problem. 

A further decision was taken to expand the organization’s 
antipoliomyelitis program. The existing program had included 
the setting up of a basic network of poliomyelitis Jaboratories 
to study the different strains of virus identified in each par- 
ticipating country, as well as other viruses responsible for 
diseases similar to poliomyelitis. These laboratories were also 
studying the epidemiology of poliomyelitis and were undertak- 
ing surveys of the natural immunity in different populations. 
The pew resolution requires the preparation and distribution of 


FOREIGN LETTERS 1197 


standard laboratory reagents in order to facilitate the work of 
national poliomyelitis centers and the training of virus specialists 
in new tissue culture techniques. 


Incompatibility of Mercaptomerin and an Anticoagulant.—A re- 
peated check of the prothrombin time is essential for patients 
receiving anticoagulant therapy but in some this control does not 
provide a satisfactory indication of blood coagulability. Knobel 
and Saudan of the University of Lausanne (Schweiz. med. Wchn- 
schr. 85:131, 1955) reported that the highest values were regis- 
tered when the patient was given mercaptomerin combined with 
Marcoumar, an anticoagulant. In vitro mercury precipitates the 
Marcoumar. It can thus be inferred that the chemical properties 
of mercaptomerin and of Marcoumar might provoke in vivo, 
perhaps by fixation or even by precipitation, an inactivation of 
the Marcoumar. As soon as the mercaptomerin was replaced by 
a nonmercurial diuretic, the prothrombin time decreased. This 
incompatibility between mercaptomerin and Marcoumar should 
be kept in mind, because the two drugs are often given together 
for thromboembolic complications in patients with asystole. This 
incompatibility may extend to other derivatives of mercury, and 
even to other drugs containing heavy metals. 


Cytochrome C in Inanition.—-Th. Béraud and A. Vannotti of 
the University of Lausanne have studied the variations in cyto- 
chrome C in states of inanition of rabbits. Within the range of 
cellular respiratory catalyzers, this enzyme plays an important 
part. The question arose as to some possible alteration in the 
concentration of this respiratory pigment, according to the inten- 
sity of cellular combustion. A difference was noted between the 
concentration of cytochrome C in the livers of rabbits who had 
received food and those of rabbits who had eaten nothing in 
the previous 48 hours. The concentration of cytochromes varies 
with the tissues and the intensity of the respiratory metabolism. 
The biosynthesis of this enzyme constitutes a process that is 
essentially independent of the biosynthesis of hemoglobin. When, 
combustion increases the immensity of cytochrome C synthesis 
parallels that of hemoglobin. 


Role of Proteins in a Low-Sodium Diet.—In most studies made 
on salt-poor diets, the percentage of sodium is carefully estab- 
lished for every element of the ration, and the total caloric value 
of the diet is often specified, but little attention is generally given 
to its protein content. Dr. M. Demole, of the University of 
Geneva, however, calls attention to the fact that most low-sodium 
diets are also poor in protein. Even if the chief indications for a 
low-sodium diet are diseases for which the reduction of proteins 
is also recommended, the individual requirements of each patient 
must be determined to prevent nitrogen imbalance. On the other 
hand, in patients with hepatic cirrhosis or lipoid nephrosis a high- 
protein diet should be prescribed. 


Vitamin B,, and Protein Metabolism.—By determining the con- 
centration of amino acids in normal subjects and in those with 
various diseases, Wild and his co-workers (Schweiz. med. Wehn- 
schr, 85:145, 1955) have demonstrated that the vitamins of the 
B complex stimulate the intestinal resorption and the utilization 
of amino acids. Alterations in the concentration of amino acids 
after injections of vitamin By,» indicate a stimulation of protein 
synthesis. The anabolic action of this vitamin is effective even in 
subjects who already have an adequate quantity of this vitamin. 
Vitamin B,» is effective in pernicious anemia only if the hepatic 
function is normal. 


Artificial Hibernation in Pediatrics—A. Mégevand and P. A. 
Messerili, who have induced artificial hibernation with chlor- 
promazine at the Clinic of Pediatrics of Geneva University, re- 
port remarkable results in the treatment of the neonatal accidents 
following disorders of oxidation and less constant results in 
the treatment of the infantile neurotoxic syndrome. Although 
chlorpromazine is practically free of any toxic effect, it should 
not be used on children without having established, as clearly 
as possible, the etiological diagnosis. Bronchopulmonary diseases 
and toxic comas, especially those related to barbiturates, con- 
stitute contraindications. 
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CORRESPONDENCE 


WORLD HEALTH ORGANIZATION ASSEMBLY 

To the Editor:—In view of the increasing interest shown by the 
medical profession in the activities of the World Health Organi- 
zation, | would like to pass on my impressions of the Eighth 
World Health Assembly. For the first time the assembly was 
held in this hemisphere. Approximately 300 delegates from 75 
member countries met in Mexico City, Mexico, from May 10 
to May 27 to discuss problems of health throughout the world. 
I had the privilege to be designated by the American Medical 
Association to serve on the United States delegation. The most 
significant assembly decisions regarding program matters con- 
cerned promotion of malaria eradication on a global scale, the 
role of WHO in developing the peaceful uses of atomic energy, 
and alteration in the requirements of the international sanitary 
regulations. The increasing resistance to DDT shown by several 
of the anophelines in different parts of the world points to the 
need for an all-out attack on the problem of malaria before a 
more general resistance in the mosquito nullifies the effects of 
insecticide programs. The assembly decided to use $309,000 
from Casual Income, in addition to the amount proposed in the 
director-general’s budget, for the purpose of helping govern- 
ments to achieve this end, primarily through consultation and 
the training of personnel. A fund to accept voluntary govern- 
mental and private contributions was also established to provide 
further help in the form of research, supplies, equipment, and 
services. 

The assembly defined the role of the World Health Organiza- 
tion in the new international program to develop the peaceful 
uses of atomic energy. The organization will collect and dis- 
seminate scientific information on the medical and public health 
aspects of the program, with particular emphasis on the subjects 
of standards, the use of radioisotopes in therapy, diagnosis and 
research, and the training of personnel. The yellow fever pro- 
visions of the international sanitary regulations were discussed 
at length. The decision was taken, in the light of newer epidemio- 
logical knowledge, to narrow the areas against which restrictions 
may be placed to those areas in which yellow fever actually 
exists, instead of continuing to include areas in which it was 
once known to exist. This action will serve to expedite travel and 
the flow of commerce, while still providing adequate protection. 
The major financial issue concerned the revision of the scale of 
assessments. An anomalous situation has existed since the with- 
drawal of the “iron curtain countries” from active participation 
in the work of the organization. Although they have been as- 
sessed their share of the budget yearly, they have made no con- 
tribution. This year the United States delegation was instructed 
to press for the removal of these noncontributing countries from 
the 100° scale of assessments. The assembly agreed to this in 
principle. However, because this change, together with certain 
other changes also agreed to, such as bringing the WHO scale 
in line with the present United Nations scale would prove a 
financial strain to some of the poorer countries, it was decided 
that the change over should be a progressive One over a four 
year period. 

1 am grateful for having had the opportunity to attend this 
assembly. The work of the Eighth World Health Assembly once 
again gave positive proof of the great value of whole-hearted 
United States participation in the World Health Organization. 
Such participation helps to protect the health of Americans, at 
home and abroad; it furthers the progress of medicine and of 
the medical profession throughout the world; and possibly most 
important of all, it is a force in our world-wide effort to build 
the conditions of peace. 


Haro.pD S. M.D. 
University of Minnesota Medical School 
Minneapolis. 


SENSITIVITY TO XANTHYDROL 


To the Editor:—In the Feb. 26, 1955, issue of THE JourRNat, 
page 719, Wendell T. Caraway, Ph.D., presented a_ rapid 
turbidimetric test for the diagnosis of uremia. In this test 
xanthydrol is employed to produce a suspension of the insoluble 
dixanthylurea. We have attempted to modify this method so as 
to make it applicable to the quantitative determination of blood 
urea. Limited success has been attained using gum acacia as a 
protective colloid and measuring the resultant turbidity in the 
electrophotometer. In the course of these experiments, both of 
us developed a contact dermatitis on the hands and face charac- 
terized by marked erythema, small vesicle formation, and 
pruritus. This condition became apparent in both of us after 
we had worked on this method for a period of three to four 
weeks. To confirm our suspicion that the xanthydrol was the 
agent responsible for the allergic reaction, we performed a patch 
test On ourselves and two laboratory workers who had never 
been exposed to xanthydrol. Both of us developed a positive 
reaction with marked erythema at the end of 12 hours; the con- 
trols exhibited a negative reactian. Therefore, we have concluded 
that there is a definite danger of skin sensitization to xanthydrol 
after prolonged contact with this chemical. Other workers using 
or planning to use xanthydrol are cautioned to avoid exposure 
of the skin to the reagent. 

MortTON SCHWARTZ, Ph.D. 

HERNANDO Sarasti, M.D. 

Mercy Hospital 

Pittsburgh 19, 


THE FAMILY PHYSICIAN 


To the Editor:-—In what was otherwise a scholarly and work- 
man-like article in THE JOURNAL, page 535, June 18, 1955, Dr. 
Emil Seletz diverges from his task of making “a plea for pre- 
vention of deaths from reversible injuries of the brain.” He 
chooses in One instance to describe a family doctor who is 
callous enough to berate a family for summoning him at 11 
p. m. to attend a patient in apparent extremis. On the very next 
page he proceeds to portray what he terms an almost everyday 
occurrence in which a family doctor ignorantly sits by the bed- 
side and watches his patient die without lifting a finger. The 
author’s prose is graphically complete with screaming sirens 
and newspaper headlines. On encountering these supposedly 
illustrative accounts, Ll was constrained to glance again at the 
Magazine cover in order to be certain a copy of a popular 
magazine had not been picked up by mistake. It took only a 
moment more to find from the footnote that this paper had 
been read before a section of the American College of Surgeons. 
] had hoped that this intraprofessional sniping had died a well- 
deserved death but, alas, in the minds of some, deep contempt 
of the general practitioner still smolders. It is regrettable that 
such irrelevant material should see the printed page. The efforts 
of organizations such as the American Academy of General 
Practice (and even of the medical schools and hospitals) to 
encourage the development of competent family doctors are 
seriously hampered by such irresponsible remarks by an author 
of a nationally distributed article. To include pointedly critical 
statements in a scientific paper is untrue and unfair. The author 
owes an apology to all his readers. 

J. L. BoRDENAVE, M.D. 

401 Campbell St. 

Geneva, Ill. 


To the Editor —Dr. Emil Seletz’s article in the June 18, 1955, 
issue of THE JOURNAL, page 535, reflected, to my way of think- 
ing, a highly critical and caustic attitude toward the family type 
of physician, and I wondered if the proofreading staff got the 
same impression. The first paragraph points up the derisiveness 
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and sets the stage for two more innuendos of the same caliber. 
In his case report he again takes a swipe at the family physician, 
and finally in a most sarcastic tone he states, “A day or two 
later, when the child is found unconscious, instead of consulting 
a specialist, the family doctor rushes the child to the hospital, 
and, like the traditional painting of the physician, sits by the 
bedside and comforts the parents until the child, with the sur- 
gically curable hematoma, finally dies.” To be sure everybody 
is entitled to his own opinion in regard to his fellow colleagues, 
but an article in THE JOURNAL of the American Medical Associ- 
ation is not the place to air such views. I might suggest that the 
Southern California section of the American College of Sur- 
geons arrange a joint meeting with their brethren of the Ameri- 
can Academy of General Practice. Such a meeting would assure 
Dr. Seletz that the present-day family doctor is just as well 
qualified in his specialty as the well-trained surgeon. It would 
also serve One more important purpose. It would prove to him 
that the specialists and the general practitioners can and do 
work harmoniously in most instances and that it is this kind 
of relationship that pushes medicine on to greater and greater 
accomplishments. 
Robert A. Levenson, M.D. 
426 N. East Ave. 


Vineland, N. J. 


To the Editor:—After reading the article “Recent Trends in 
Management of Craniocerebral Injuries’ by Dr. Emil Seletz in 
the June 18 issue of THE JOURNAL, One wonders whether the 
paper was edited before it was printed. The author leaves no 
doubt in the mind of the reader that he holds the general practi- 
tioner and the family doctor in the greatest disdain and concedes 
to him not the slightest intelligence, either general, medical, 
or otherwise. Any newsman or radio commentator, glancing 
through the article, will now feel that he has an authoritative 
source to condemn American medicine, since most doctors are 
in general practice anyway. I believe Dr. Seletz’s article is a 
slap in the face to our present system and a feather in the cap 
of those who are shouting for socialized medicine. 


MILTON Spark, M.D. 
121 Dallas St. 
Waco, Texas. 


ANNIVERSARY OF ANTIRABIC INOCULATION 


To the Editor:—On the occasion of the 70th anniversary of the 
first inoculation against rabies | am submitting a translation of 
an excerpt from “The Life of Pasteur,” by Pasteur’s son-in-law, 
René Vallery-Radot. 

“On a Monday morning, July 6, 1885, there appeared at 
Pasteur’s laboratory an Alsatian boy, nine years old, named 
Joseph Meister, accompanied by his mother. The boy had been 
bitten by a mad dog on the second evening preceding his visit 
to Pasteur. The child had been on his way to school in the 
town of Meissengott, near Schlestadt, when attacked by the 
dog. He had protected his face with his hands, and hands and 
arms had received many bites. A passing mason drove away 
the dog with an iron bar and freed the child, covered with blood 
and saliva. The dog ran home and bit its master, who shot it. 
Joseph’s parents were worried and consulted the local doctor, 
who advised the mother to start next day for Paris, where she 
should consult a man who was not a doctor, but who would 
be able to do whatever could be done. 

“Pasteur was profoundly affected by the fourteen wounds 
present on the child’s limbs. Dared he risk with this child the 
preventive treatment which had well succeeded with dogs? The 
situation was full of anguish. He helped mother and child to 
suitable lodgings and gave them an appointment for five o'clock 
that afternoon. In the meantime he consulted the well-known 
physicians Vulpian and Grancher. After their examination, they 
decided that the first inoculation should be made that evening. 
Pasteur arranged for a room for child and mother in the Rollin 
college, and Joseph was soon playing with Pasteur’s chickens, 
rabbits, and guinea pigs. On July 10, Pasteur informed his son- 
in-law that all was well so far. However, he became anxious 
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as the virulence of the inoculations increased. His wife wrote 
to her children, ‘Another bad night for your father. He cannot 
get accustomed to the need for treating this child as a last resort, 
yet he knows that he cannot do otherwise.’ Another letter to his 
son-in-law showed that Pasteur’s hope was growing. ‘Dear René, 
I think that great things are happening. Joseph Meister is going 
to leave the laboratory. He is very well this morning and has 
slept well, though not tranquilly; his appetite is good and he 
has no fever. One of the greatest medical feats of the century 
is perhaps developing, and you would greatly regret having had 
no share in it.’ 

“Pasteur was experiencing an infinite variety of emotions. 
Moments of hope were followed by periods of doubt and 
anguish, yet throughout he retained the firm desire to save this 
child’s life. He was temporarily unable to do his regular work. 
Every night was uneasy and feverish. Through visions accom- 
panying insomnia he seemed to see this child about to die, like 
one he had seen succumb at the Trousseau hospital. During a 
treatment-period of ten days, Joseph Meister received twelve 
inoculations. The final ones he accepted joyfully. Pasteur’s 
nights were still cruel. Insomnia, which men of action usually 
escape, does not spare men of intense mental processes. Pasteur, 
in spite of the weight of his accumulated experience, was for the 
time a prey of phantoms, scarcely able to believe that his 
patient would not die. But the little Joseph Meister could at 
last return to Alsace. 

“On October 26, 1885, Pasteur presented a paper to the 
Academy of Sciences, describing the treatment and result occur- 
ring in this case of the antirabic inoculation he had devised and 
thus for the first time applied to a human individual. Said the 
President of the Academy, ‘We have the right to state that the 
date of the session now held here will remain forever memor- 
able in the history of medicine and eternally glorious for French 
science. Onward from today, humanity is armed with the means 
of combating the lethality of rabies and of preventing its ravages. 
This we owe to Monsieur Pasteur, and we cannot have too much 
admiration and gratitude for efforts which have terminated in 
such a splendid result.’ ” 

I knew Joseph Meister well for several years. Until his suicide 
in 1940, he served as warder at the Pasteur Institute and often 
aided me in conducting visitors to the library, crypt, and 
Pasteur’s laboratory at the Institute. He lent me letters addressed 
to him by Pasteur, expressly stipulating that they should not 
serve for any financial return or any exploitation. Photostats 
were presented to the Virginia Medical Monthly and the John 
Hay Library at Brown University, Providence, R. 1. 


THEODORE C. MERRILL, M.D. 
10 Bis, Rue Herran (16 E) 
Paris, France. 


SPEED CARS 


To the Editor:—\ have read with interest the splendid editorial 
entitled “Wanted—Safety Devices for Automobile Passengers” 
(THE JOURNAL, June 11, 1955, page 482). All that was said is 
worthy of much consideration, but to my opinion the basic 
cause of many of these hazards has not been presented, namely, 
terrific speed. I graduated from Rush Medical College in 1894 
and am still in active work in Terre Haute, Ind., at age 83. I have 
been in my present offices 58 years and have never been ill from 
the office in all these 61 years of practice. I had the first electric 
auto in Terre Haute and one of the first gas cars in the city. 
In all that time I never had one accident; I seldom exceed 55 
miles per hour. I was never late for an appointment and never 
lost a patient from slow transportation. The point I am trying 
to make is that if auto manufacturers would make cars that 
would not travel more than 60 miles per hour we would save 
many, many lives and have less hysteria among our people and 
less work for us doctors. 

FRANK E, WIEDEMANN, M.D. 

Rose Dispensary Building 

Terre Haute, Ind. 
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ARMY 


Mass Casualties Course.—The Army Medical Service will con- 
duct its postgraduate course on the medical care of atomic 
casualties at the Walter Reed Army Medical Center six times 
in the fiscal year beginning July 1, 1955, instead of four times 
a year as previously. This is being done to meet the greatly in- 
creased demand from civilian physicians throughout the country 
for admission to the sessions. Since a strict quota is maintained 
under an allotment system, applications for attendance from 
physicians or other qualified professional personnel must be 
made through their respective affiliations. In addition to the 
American Medical Association and the professional schools 
these affiliations include the U. S. Public Health Service, the 
Federal Civil Defense Administration, the Veterans Adminis- 
tration, and the armed forces medical services. Reserve medical 
officers may apply through the chief of their military district 
to the commanding general of the appropriate Army area. 
Enrollment for the first course has been completed, as applicants 
are required to file their requests four weeks in advance of the 
course date desired. Dates for the six courses of the year are: 
July 11-16; Sept. 12-21; Dec. 5-14; Jan. 30-Feb. 8; March 19-28; 
and June 4-13. Lodging and travel expenses for those attending 
the course are borne by the individual or the organization he 
may represent. Clearance for contact with atomic energy infor- 
mation is unnecessary as the course membership is entirely pro- 
fessional and the material used is unclassified. The course has 
two major assets: One is the participation method followed in 
the conduct of the course, and the other is the realistic approach 
to the situations and problems studied. A military crisis is pre- 
sented after the simultaneous delivery of several bombs on mili- 
tary or civilian centers of population, resulting in thousands of 
casualties. 


NAVY 


Curriculum for Reserve Medical Companies.—A “package” 
curriculum for naval reserve medical companies has been pre- 
pared and is now being distributed to such units throughout the 
United States. This curriculum was developed by the Naval 
Medical School and the bureau of medicine and surgery. It 
features instruction in atomic medicine, physical standards and 
examinations, the U. S. reserve forces, and the Defense Depart- 
ment and will be a part of the training opportunities afforded 
the inactive medical department reservist during fiscal year 1956. 
The subjects for instruction are offered as a guide for 12 of 
the unit’s 24 regularly scheduled drills. In addition to affording 
a detaifed outline of the study subjects to be presented, the 
curriculum furnishes 4 textbooks; 12 lecture pamphlets; chapter 
15 of the manual of the medical department; Army Regulation 
40-115; a list of additional reference textbooks; a list of training 
films available at all district film libraries; and suggestions to 
instructors for an effective presentation of the subjects assigned. 
Considered to be the first step in prepared programs for spe- 
cialized (nonpay) medical companies, plans are now under way 
to develop next year’s curriculum featuring preventive medicine 
subjects. 


Clinical Clerkship Training Program.—The chief of naval per- 
sonnel has authorized commandants of all continental naval 
districts to issue orders for special active duty, with pay up to 
and including 60 days, to ensigns (medical), who are selected 
for the Naval Clinical Clerkship Training Program, beginning 
July 1, 1955, and continuing throughout the fiscal year of 1956. 
Conducted annually throughout the United States at all teach- 
ing naval hospitals, the program affords unusually interesting 
and informative training for the medical student and future naval 
reserve medical officer during his vacation from medical school. 
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The only student program sponsored by the Navy Department 
for medical students is the Ensign 1995 (Medical) Program. 
Eligible candidates are limited to enrolled students or to those 
who have been accepted for enrollment at medical schools in 
the United States and Canada, accredited by the Council on 
Medical Education and Hospitals of the American Medical 
Association. All applications from civilian individuals are 
processed through the U. S. Navy Offices of Naval Officer 
Procurement, located in various principal cities. On inquiry, 
either in person or by mail, the officer in charge of that office 
will provide information, necessary application forms, and 
assistance in every practicable way. 


PUBLIC HEALTH SERVICE 


Health Services for American Indians.—The Public Health 
Service, U. S. Department of Health, Education, and Welfare, 
announced that it is assuming responsibility for health services 
for American Indians. Public Law 568 of the 83rd Congress 
transferred the Indian health and hospital program from the 
Department of the Interior to the Public Health Service effective 
July 1. The program affects about 350,000 Indians living on 
reservations. A division of Indian health, located in the service’s 
bureau of medical services, has been created to administer the 
program. Dr. James R. Shaw, a Public Health Service officer 
who has headed the Indian health program for the past two 
years in the Bureau of Indian Affairs, will continue in this 
capacity as chief of the new division. Dr. Frank French and 
Dr. Joseph Dean will continue as assistant chiefs. About 3,600 
employees, most of whom are located in hospitals and area 
offices in the western parts of the country, have also been trans- 
ferred with the program. 


Dr. Leonard A. Scheele, surgeon general of the Public Health 
Service, in commenting on the transfer said: “Although com- 
municable diseases among most Americans generally have 
yielded to modern medical treatment and public health measures 
preventable illnesses are accounting for half the deaths among 
Indians who live on reservations. In 1950, the average age at 
the time of death among these people was only 36. In contrast, 
it was 61 among the white population. Our immediate task is 
to control the diseases that are taking this toll.” Dr. Scheele 
outlined plans for a twofold health program. First, the medical 
care program will be expanded to provide clinic and hospital 
services to as many Indians as possible who need such care. 
Fifty-six hospitals are operated by the program, and private and 
other nonfederal hospitals are used on a contract basis. The 
second part of the program will be to step up public health and 
preventive services among the Indians. This will be done through 
expansion of field health facilities and services, public health 
nursing activities, maternal and child care, school health, sani- 
tation, health education, and dental services. The Public Health 
Service has set up a study of the entire Indian health problem 
and methods for meeting it. Such a study was directed by the 
Congress, with a report of findings due in October, 1956. 


Reorganization of Biologics Control Program.—A new Division 
of Biologics Standards will become a part of the National In- 
stitutes of Health. Heretofore, the biologics control program has 
operated as a constituent laboratory of the National Micro- 
biological Institute. The reorganization will result in an aug- 
mented professional staff for the new division, expansion in the 
amount of testing and plant surveillance conducted by the 
National Institutes of Health, expansion of research related to 
the development and control of biological products, and strength- 
ening of supporting services such as administration, records 
management, and statistics. The creation of the new division has 
become necessary in order to deal with increasingly complex 
problems in the fields of biological products, especially virus 
vaccines. Dr. Carl L. Larson, director of the Rocky Mountain 
Laboratory, Hamilton, Mont., has been named chief of the 
division. 
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COUNCIL ON 
MENTAL HEALTH 


From time to time the Council on Mental Health draws atten- 
tion to valuable material on psychiatry that has been developed 
by other mental health or psychiatric agencies and has not 
previously been published in other journals of general circulation. 

The following communication, “Psychiatrically Deviated Sex 
Offenders,” was formulated by the committee on forensic psy- 
chiatry of the Group for the Advancement of Psychiatry, con- 
sisting of Drs. Philip Q. Roche, Chairman; Vernon C, Branham; 
Walter Bromberg; Hervey Cleckley; Frank J. Curran; Manfred 
S. Guttmacher; and Leroy Maeder. 

The material presented here was first published in report 9 
of the Group for the Advancement of Psychiatry. The com- 
mittee also included an appendix, “Synopses of Special Sex 
Psychopath Laws, United States,” which is a comparison of the 
State statutes dealing with sex offenders. 

The purpose of the report was to bring to the attention of 
responsible persons the need for new medical legislation deal- 
ing with sex offenders and to indicate that in some instances 
unlawful sex acts need to be recognized as a surface symptom 
of a more profound psychic disturbance. The material presented 
here was first published in February, 1950, has been revised 
by the committee on psychiatry and law of the Group for the 
Advancement of Psychiatry as of November, 1954, and has 
been reviewed by the Council on Mental Health. 


RICHARD J. PLuNKETT, M.D., Secretary. 


PSYCHIATRICALLY DEVIATED SEX OFFENDERS? 


INTRODUCTION 

In recognition of the need for rational legislation dealing 
with sex offenders the forensic committee of the Group for the 
Advancement of Psychiatry conducted a study from 1947 to 
1949, 

GENERAL CONSIDERATIONS 

The preponderance of persons who carry out sex offenses 
for which they are punishable by our current laws are not in- 
volved in behavior fundamentally different from that common- 
place in the population; such persons are not necessarily to be 
regarded as suffering with psychiatric disorders or as socially 
dangerous. It is said that only a small proportion of males con- 
victed of sex offenses have been involved in behavior that is 
materially different than that of most males in the population. 
This small group, which numbers in the neighborhood of 5 to 
10%, is that which engages our attention as_ psychiatrists. 
Among them will be found the feeble-minded, the psychotic 
and the so-called psychopathic individuals. They are hereinafter 
designated as psychiatrically deviated sex offenders. 

The first valid legislation dealing with sex offenders was passed 
in Illinois in 1939. There are now 20 states and the District of 
Columbia that have statutes dealing specifically with sexual 
offense. Thus far, nearly all the laws adopted have defined the 
sex offender as a “psychopath,” and have regarded him as men- 
tally ill or as mentally defective. The committee cautions against 
the use of the appellation psychopath, in the law on several 
grounds. There is still little agreement on the part of psychi- 
atrists as to the precise meaning of the term. The committee 
believes that in statutes the use of technical psychiatric terms 
should be avoided whenever possible. Psychiatric knowledge and 
terminology are in a state of flux. Once having become a part 
of public law such a term attains a fixity unresponsive to newer 
scientific knowledge and application. Although the framers of 
enacted legislation, aimed at the sex offender, recognize that 
sex offense may be a symptom of a kind of mental disorder, 
they have failed in nearly every instance to lift the recommended 
procedures of trial and disposition out of the traditional crim- 
inal process. In such procedures the psychiatrist continues to be 
confined to a precarious definition (what is a psychopath), as he 
is in most criminal procedures, and it does not seem likely 
that under such circumstances the psychiatrist can hope to bring 
the fullest measure of understanding to our courts. 
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SEX OFFENSE AS MENTAL ILLNESS 

The unlawful sexual act may be recognized as a surface 
symptom of a more profound psychic disturbance. In fact, the 
symptom may be less significant than other pathologic features 
of the total personality which are more often not detected with- 
out psychiatric investigation. Only the surface manifestation 
attracts attention because it is unlawful and punishable. If further 
investigation is carried out and the inner disturbance assessed, 
the symptom attains a new meaning and the law then may 
regard the act as that of an irresponsible person with a kind 
of mental illness. It is clear that in the legal process we should 
go beyond the symptomatic illegal act itself and assess the total 
personality to enable the courts to better achieve the aim of 
both community protection and individual treatment. Thus it 
would appear that the psychiatrically deviated sex offender 
should be regarded as suffering with a mental disorder and the 
procedure of disposition be by indeterminate commitment as 
provided by law for persons with mental illness. It is clear that 
the identification of the psychiatrically deviated sex offender and 
the estimate of his danger to the community are functions of 
which the responsibility rests largely on the psychiatric expert. 
They are not matters best determined singly by the judge or by 
the jury. The committee proposes that the disposition of the 
psychiatrically deviated sex offender be properly initiated by the 
establishment of the diagnosis of mental disorder by expert 
opinion. Such a diagnosis is dependent upon the following gen- 
eral criteria which singly or in combination should be the guide 
to the psychiatrist who is required to give an opinion as to the 
existence of mental disorder.* 

Repetitive Compulsive Acts.—Repetitive compulsive acts hav- 
ing a (dynamic) pattern of similarity and carried out to the point 
of community intolerance. Such acts manifest heedless disregard 
of consequences and seek and attain ultimate expression even 
if momentary obstacles are encountered. 

Forced Relations —The forcing of sexual relations implies 
noncompliance on the part of the offended party. Forced rela- 
tions may be either heterosexual or homosexual. 

Age Disparity (Relations Involving One Adult).—This cri- 
terion rests upon the legal definition of minority and consent. 
No uniformity exists in this part of the law. The committee 
proposes that in remedy the legal status of persons under 21 
years of age relating to sexual behavior be clarified. In general, 
persons under the age of 7 are legally regarded as not respon- 
sible. On the one hand this age group stands at the extreme in 
the scale of age disparity. On the other hand the legal definition 
of the minor ignores the intervening events of puberty and the 
large variations in physical and emotional maturity observed in 
many persons stamped as minors. It may be true that such per- 
sons cannot enter into contracts, but many are by endowment 
and training fully capable of part or exceptionally even full re- 
sponsibility for sexual behavior. Thus, in the later years of child- 
hood age disparity may diminish to a point of a day or even 
hours. By the same token in the later age levels the legal con- 
cepts of rape and of contributing to delinquency become in- 
creasingly untenable. The foregoing comments on the legal 
status of persons under 21 reflect the committee’s need for 
further study with the help of the legal profession. At best, these 
are matters which call for considerable research, reinterpreta- 
tion and application on the part of the legal profession. The 
committee recognizes that a large number of adults mutually 
and privately carry out illegal sexual practices with other per- 
sons of adult status. These are not to be considered as coming 
within the purview of the committee’s legislative recommenda- 
tions. 

LEGISLATION 

The committee is hopeful that our sex laws can be modified 
to correspond to modern sex knowledge with the aim that justice 
fit the realities of modern life in keeping with scientific psycho- 


1. A poll of the GAP membership elicited a preference response 
almost evenly divided between the terms “‘disordered’’ and “deviated.” 
A more definite preference was expressed favoring the term ‘“psychi- 
atrically” as a modifier. 

2. It is well to point out that during puberty and adolescence libidinal 
drives may momentarily overwhelm defenses and find outlet in an iso- 
lated act, which may be unlawful and punishable. In this age period such 
acts do not always portend a bad prognosis; many of these youthful 
offenders attain permanent mastery of their impulses toward socially and 
legally unacceptable forms of sexual expression. 
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logical concepts of sexual behavior. The committee believes 
that there is need for a realistic assessment of the American 
sex laws that penalize sexual behavior; that some laws should 
be revised and perhaps some entirely abandoned. In operation 
our sex laws are harsh, too often nourish corruption and fail 
to protect the community from persons who are potentially 
dangerous. At best, they are inapplicable. Moreover, if they 
were strictly enforced we should be indeed witness to a colossal 
travesty reaching all levels of American society. Absolute law 
enforcement would perforce touch about 95% of the total male 
population. In contrast to the universality of illegal sexual be- 
havior actually only a meager number of persons falls into the 
law enforcement net to suffer inordinate punishment for the 
conduct of the many. In one category alone recent statistical 
studies bring to light that 6 million homosexual acts take place 
each year for every 20 convictions. In the area of extramarital 
copulation the frequency to conviction ratio is nearly 30 to 40 
million to 300. 

There is great variance of the sex laws with actual human 
sex behavior. Such sex laws are uniform in that they permit 
the judge to decide the issue of delinquency on the basis of 
antecedents in archaic common law which are even further re- 
moved from the realities of modern life and human behavior. 
In some American courts the conviction of a defendant can be 
secured on testimony produced by an immune witness, himself 
tainted by participation in the illegal act. 

Herein is set forth a tentative proposal intended for the 
eventual formulation of a model for legislation applicable to 
sex offenders. Such legislation anticipates the participation of 
psychiatry in the disposition of the sex offender, having the basic 
aims (1) to provide realistic community security and (2) to treat 
and if possible restore the sex offender to social capacity. 

In 1933 the Commonwealth of Pennsylvania enacted an act 
which permits a trial judge to require a psychiatric examination 
and report on any person convicted of any offense, and if such a 
report conveys that the defendant “though not insane is so men- 
tally ill or mentally deficient as to make it advisable for the wel- 
fare of the defendant or the protection of the community that he 
or she be committed to some institution other than a county 
prison, workhouse, or penitentiary, the trial judge shall have the 
power by virtue of this act to commit such defendant to any state 
or county institution provided for the reception, care, treatment 
and maintenance of such cases or similar mental cases, in lieu of 
a sentence ... and to direct the detaining of such a defendant 
in such institution until further order of the court.” This law 
provides examination only for convicted individuals. 

The act provides for appeals that apply in the same manner 
and have like effects as if the defendant were sentenced to a 
prison. The committee regards this law as applied to convicted 
offenders as commendable for both simplicity and comprehen- 
siveness. If employed it is adequate to deal with the sex offender. 
It satisfies the aims of both community protection and for treat- 
ment of the sex offender under conditions favorable to restora- 
tion. If the offender is curable he can be eventually released 
to society; if not, he should never be released. Thus, commit- 
ment achieves what term prison sentences never achieve.‘ It 
should enable the psychiatrist to function more intelligently for 
the court, unencumbered by dubious diagnostic expedients. The 
law places in the hands of the trial judge the responsibility for 
its application. For the convicted offender this act provides for 
commitment in lieu of sentence, and implies that a diagnosis 
of mental disorder is a defense for a criminal charge. Further- 


3. Kinsey, A. C.: Personal communication. 

4. The Criminal Law and Sexual Offenders: Report of the Joint Com- 
mittee on Psychiatry and the Law, London, British Med. Assoc., 1949, 
pp. 24.% . .. in regard to sexual offenders, punishment without treat- 
ment is not likely to have a beneficial effect; indeed, it can make these 
offenders worse, and thus more likely to repeat their offences. In a high 
proportion of cases imprisonment without treatment may have conse- 
quences to the community even more dangerous than to the offenders 
themselves.” 

5. It should be noted that the Pennsylvania legislature has deemed 
this act inadequate for Pennsylvania and in 1951 adopted special legislation 
dealing with offenders. 

6. The argument of opposition to the treatment of sex offenders in 
State hospitals rests on the contention that state hospitals possess inade- 
quate facilities in both housing and personnel, that sex offenders do not 
mix well with others, that treatment is unsystematized and difficult, and 
that there are no criteria of recovery, 
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more, in effect, the act places no limitation upon the length 
of time for which the defendant may be held by court order 
in an institution for treatment of mental cases. This law has 
the virtue of not representing legislation aimed with bias at a 
particular groups of offenders.® 

The committee recommends that the examination of such de- 
fendants be made by one or more psychiatrists officially attached 
to a court clinic, or employed by a state hospital system or in 
the absence of these by two psychiatrists appointed by the court 
as a commission. To the basic qualifications of licensure the 
committee recommends that any expert meet the additional 
minimum qualifications of no less than five years exclusive 
practice in the diagnosis and treatment of mental disorders. The 
court should not be bound by the psychiatrists’ findings. In keep- 
ing with the above suggested legislative device the committee 
believes that selected sex offenders make satisfactory proba- 
tioners capable of utilizing psychiatric treatment. The commit- 
tee is unreserved in its conviction that the committed sex 
offender should be actively treated in a non-penal institution.® 
The sexual offender will not loom large numerically as a hos- 
pital problem. The stigma of sex offense officially attached to 
the sex offender committed to a penal institution creates a 
formidable obstacle to treatment. At best consistency demands 
that if we diagnose the sex offender as mentally disordered he 
should be treated as a mental case in a facility for that pur- 
pose. The committee can visualize only one avenue of compro- 
mise: commitment to a penal institution is feasible only in the 
event that all sentences are indeterminate and penal institutions 
are transformed into realistic treatment facilities. 


RECOMMENDATIONS 


The committee recognizes that the recommendations to fol- 
low achieve for the adult sex offender essentially the same treat- 
ment now extended to children in juvenile court jurisdiction. 
The committee recommends that any legislation aimed at the 
control and treatment of sexual behavior contain the following 
elements: 


Essential Element of Definition —The essential element of 
definition is the existence of mental illness as diagnosed by ex- 
pert opinion and as satisfying the existing legal definition of the 
same. 


Basis of Jurisdiction.—The basis of jurisdiction should depend 
on whether there is a charge or a conviction for criminal offense. 


Initiation of Proceedings.—In the case of a person accused 
of a sex offense, upon petition and affidavit of any person or 
upon its Own initiative the court may order a psychiatric ex- 
amination and report. In the case of a convicted first sex offender 
a psychiatric examination and report should be mandatory. 


Tribunal and Proceedings.—The court should be one of record 
and there should be no jury participation. Private hearings 
should be discretionary with the court and hearings should be 
held within thirty days of the petition or of the conviction. 


Medical Examination and Qualification of Examiners.—The 
psychiatrists employed by the court should be qualified by at 
least five years of exclusive practice in the diagnosis and treat- 
ment of mental diseases. The court should not be bound by 
the psychiatric findings. 

Effect of Commitment on Criminal Proceedings.—In the case 
of the convicted offender, commitment shall be in lieu of a 
sentence to a penal institution. In the case of the accused de- 
fendant the diagnosis of mental illness shall constitute a defense 
to the crime. 

Disposition—The court shall have the discretionary power 
to commit the convicted offender as a mentally ill person to a 
hospital facility in lieu of a sentence or to release the offender 
subject to special conditions of probation. In the case of the 
accused defendant having been found mentally ill by psychiatric 
examination the commitment may be processed through the usual 
provision of the law applied to the mentally ill. 

Proceedings for Release-—Proceedings for release shall be 
initiated by the superintendent of the institution. Discharge shall 
be only by approval of the court and under conditions gen- 
erally governing release of mental patients. It shall be the duty 
of the superintendent to cause to be made a psychiatric exami- 
nation and to report the same to the court at least every six 
months after admission of the offender to his facility. 
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The following excerpts are from the June 28, 1955, issue of 
the Congressional Record. While it is not the normal procedure 
for THE JourNAL to publish material of this type, it is believed 
in this instance that many members of the medical profession 
would like to read the statements offered by some of the 
members of the House.—Eb. 


1955 AMENDMENTS TO THE UNIVERSAL 
MILITARY TRAINING AND SERVICE ACT 


Mr. Vinson. Mr. Speaker, I call up the conference report on 
the bill (H. R. 3005) to further amend the Universal Military 
Training and Service Act by extending the authority to induct 
certain individuals, and to extend the benefits under the De- 
pendents Assistance Act to July 1, 1959, and ask unanimous 
consent that the statement of the managers on the part of the 
House may be read in lieu of the report. 

The Clerk read as follows: 


STATEMENT 

The managers on the part of the House at the conference on the dis- 
agreeing votes of the two Houses on the amendments of the Senate to 
the bill (H. R. 3005) to further amend the Universal Military Training 
and Service Act by extending the authority to induct certain individuals, 
and to extend the benefits under the Dependents Assistance Act to July 1, 
1959, submit the following statement in explanation of the effect of the 
action agreed upon by the conferees and recommended in the accompany- 
ing conference report: 

The Senate amendment struck out all after the enacting clause in the 
House bill, made several changes in the regular draft act and added 
as a separate title the extension of the Doctors Draft Act together with 
the special pay for physicians and dentists. 

There were several major and some minor differences between the 
House version with respect to the extension of the regular draft law 
and the amendment as passed by the Senate. 


EXTENSION OF AUTHORITY TO DRAFT INDIVIDUALS UNDER THB 
REGULAR DRAFT 

1. Both the House bill and the Senate amendment provided for a 4-year 
extension of the regular draft. 

2. Both the House bill and the Senate amendment provided for a 4-year 
extension of the Dependents Assistance Act. 

$. The House bill provided that individuals who enlist in National 
Guard units prior to attaining the age of 18’ would not be liable for 
induction beyond the age of 26. Under existing law such individuals are 
liable up to age 35. The Senate amendment makes such individuals 
liable for induction up to age 28. This is the first significant difference 
between the House bill and the Senate amendment. The House managers 
agreed to this portion of the Senate amendment. 

4. The House bill contained an amendment which reduced the age of 
ability from age 35 to age 26 for an individual who was deferred for 
physical reasons as a result of being rejected by an Army examining 
station or induction station. The Senate amendment struck out this 
language from the House bill and thus continues in effect the present 
law which makes these individuals liable up to age 35. The House man- 
agers agreed to this portion of the Senate amendment. 

5. Both the House bill and the Senate amendment contained language 
to the effect that the supply of an agricultural commodity may not be 
taken into consideration either in denying or granting deferments. The 
Senate amendment merely rearranged the wording of the House bill 
without changing the effect of the House bill in this respect. The House 
managers agreed to this portion of the Senate amendment. 

6. The next difference between the House bill and the Senate amend- 
ment involved the amount of service necessary to qualify for exemption 
from induction on the basis of prior service. The House bill provided 
that an individual who served honorably on active duty after September 
16, 1940, for a period of 6 months or more in the Armed Forces (or 24 
months in the Public Health Service) would not be liable for induction 
except upon a declaration of war or national emergency by the Congress. 
The Senate amendment provided that an individual shall be considered as 
qualified for exemption if he served on active duty for a period of 1 year 
in the Armed Forces unless he was discharged for the convenience of the 
Government after having served 6 months or more. The Senate amend- 
ment also added the Coast and Geodetic Survey to the 2-year active-duty 
requirement to qualify for such exemption. The House managers agreed 
to this portion of the Senate amendment. 

9. The Senate amendment provided for the exemption from registration 
and induction of members of the Reserve components of the Armed 
Forces while employed as veterinarians of the United States Department 
of Agriculture. This same provision was also applied to prior-service 
exemptions by another subsection of the Senate amendment which pro- 
vided that no member of a Reserve component “who has been employed 
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as a veterinarian by the United States Department of Agriculture for a 
period of 24 months from and after the date of enactment of this para- 
graph shall be liable for wo oo in time of war or national 
emergency declared by the Congress.” 

The House managers objected to this portion of the Senate amendment 
on the grounds that these civilian employees of the Department of Agri- 
culture are not serving in such employment as members of the uniformed 
services. The Senate managers receded from their insistence on this por- 
tion of the Senate amendment. 


8. The Senate amendment also added a new exemption from induction 
of any person who, subsequent {0 June 24, 1948, served on active duty 
for a period of not less than 18 months in the armed forces of a nation 
with which the United States is associated in mutual defense activities 
if the country of which such person is a citizen grants the same privilege 
to citizens of the United States. A similar proposal was contained in 
H. R. 9007 which passed the House in the last Congress, but did not 
pass the Senate. The House managers agreed to this portion of the Senate 
amendment. 

EXTENSION OF THE DOCTORS DRAFT ACT 


The Senate amendment added a separate title to the bill as it passed 
the House under which the Doctors Draft Act would be extended for 
2 years, and entitlement to the additional extra pay for doctors would 
be continued for doctors entering on active duty prior to July 1, 1959. 
In addition, the Senate amendment contained an amendment to the 
Doctors Draft Act which provided that an individual after July 1, 1955, 
who had attained the 35th anniversary of the date of his birth and applied 
for a commission in one of the Armed Forces as a physician or dentist, 
and who was thereafter rejected for such commission on the grounds of 
physical disqualification, would no longer be liable for service under the 
doctors draft law. 

In extending the Doctors Draft Act the Senate amendment made no 
change in the maximum age of liability of induction for physicians and 
dentists which, under existing law, is 51 years of age. 

The House managers insisted that the age of liability for doctors 
under the Doctors Draft Act be substantially reduced from the present 
age of 51. The House managers attempted to reduce the age of liability 
to 41 on the grounds that this would provide physicians to take care 
of the medical needs of the Armed Forces for the next 2 years so long 
as no medical-school graduates are deferred during the next 2 years for 
purposes of residency training. Failing in this effort, the House managers 
attempted to reduce the age to 42, 43, 44, and 45, but in each instance 
the Senate managers insisted that the age of liability remain at 51. The 
Senate managers insisted that the availability of physicians numberswise 
was not the sole criterion with regard to the procurement of physicians. 
The Senate managers likewise insisted that any age below 50 with regard 
to the Doctors Draft Act would fail to take into consideration any up- 
ward revision in the strength of the Armed Forces during the next 2 years. 
The Senate managers, were of the opinion that members of the uniformed 
services are entitled to the best possible medical care and that such 
medical care would not be available unless more experienced physicians 
and specialists served side by side with young men who have recently 
completed their internships. The House managers fully concur in the 
absolute need for experienced physicians for our Armed Forces. The 
Senate managers insisted that specialists, in particular, would not be 
available in adequate numbers if the draft age were reduced below 46. 
In view of the urgency of the situation and the insistence of the Senate 
managers, the House managers agreed to a maximum draft age under 
the Doctors Draft Act of 46. In other words, no doctor will be liable 
for service under the doctors draft law after attaining his 46th birthday. 

The House managers, however, after agreeing to a draft age of 46 for 
doctors, insisted that any doctor over the age of 35 who had applied for 
a commission as a physician or dentist in gone of the Armed Forces 
and had been rejected at any time, or is hereafter rejected, on the sole 
basis of a physical disqualification should no longer be liable for service 
under the doctors draft law. The Senate managers agreed to this amend- 
ment to the Senate amendment. 

The managers of the House and Senate likewise discussed the situation 
with regard to optometrists. Both the House and Senate managers are 
conscious of the fact that the Department of the Army are using optom- 
etrists in their professional capacity as enlisted men. It is the opinion 
of both the House and Senate managers that the armed services should, 
if they utilize optometrists in their professional capacities, offer such 
individuals commissions. In other words, if an optometrist who is inducted 
under the regular draft act is utilized as an optometrist he should be 
offered a commission commensurate with his professional attainment. 

There was no disagreement between the House and Senate managers 
with regard to the continuation of existing law, which authorizes addi- 
tional pay for doctors serving on active duty. 

CARL VINSON, 

OVERTON BROOKS, 

J. KiLDay, 

DEWEY SHorRT, 

L. C. ARENDS, 

Managers on the Part of the House. 


Mr. VINSON (interrupting the reading). Mr. Speaker, in view 
of the fact that the report and the statement of the conferees 
have been printed in the Record for the last 2 days, I ask 
unanimous consent that further reading of the statement may 
be dispensed with and that it be printed in the Record at this 
point. 

The Speaker pro tempore. The gentleman from Georgia is 
recognized for 1 hour. 
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Mr. Vinson. Mr. Speaker, the conference report before the 
House deals with four very essential laws affecting our national 
security. These laws are the basic props of our national defense 
and must be passed before July 1—2 days hence. 

What are these laws? 

First. It extends the authority to induct men into the Armed 
Forces as regular registrants under the regular draft law. 

Second. It extends the Dependents Assistance Act—the act 
under which enlisted personnel receive additional allowances 
from the Government for their dependents. 

Now both the Dependents Assistance Act and the Draft Act 
are to be extended for 4 years. 

Third. The conference report provides for the extension of the 
Doctors Draft Act for 2 years, and 

Fourth. It provides for the continuation of special pay for 
doctors who enter on active duty prior to July 1, 1959. 

Now, Mr. Speaker, last February 8, this House passed, by a 
vote of 394 to 4, the regular draft law. 

In this same bill we passed the extension of the Dependents 
Assistance Act. 

The House Committee on Armed Services did not attach the 
extension of the Doctors Draft Act to the regular draft, but 
instead reported a separate bill, H. R. 6057 to the House. 

This report was filed on May 10, and on that same day I 
requested the Rules Committee to hold a hearing on the bill 
H. R. 6057 in order that we might debate this matter before 
the House in the Committee of the Whole. 

We appeared before the Committee on Rules on May 17. 

On June 17, 4 months and 9 days after the House passed the 
draft extension bill, the Senate passed H. R. 3005, the extension 
of the regular draft act with an amendment which extended the 
Doctors Draft Act for 2 years. 

This bill was passed on June 17,1 month after I had appeared 
before the Rules Committee to request a rule on a separate bill 
to extend the Doctors Draft Act. On Monday, June 20, I asked 
unanimous consent to take from the Speaker's desk H. R. 3005, 
disagree to the Senate amendments, and agree to the conference 
requested by the Senate. This was granted, and thereafter we 
held a full and free conference with the Senate on June 21, and 
as a result filed a conference report in the House. 

Now let us see what the conference report provides. 

It extends the regular draft act for 4 years until July 1, 1959. 

It also extends the Dependents Assistance Act for 4 years 
until July 1, 1959. 

And it makes some changes in the existing draft act. 

As you know, under the law young men can enlist in the 
National Guard prior to attaining the age of 184%. They are 
deferred from induction so long as they participate in the 
National Guard. But remember that under the present law, any- 
body deferred for any reason remains liable up to age 35. And 
this applies to National Guard men and any other person who 
gets a deferment. So the House bill provided that these in- 
dividuals would not remain liable after they passed the age 
of 26. 

The Senate bill accepted this principle of a reduction in the 
age of liability, but raised the age to 28. 

Now the next question involved the amount of prior service 
necessary to’ qualify for exemption as a veteran under the 
draft law. 

The conferees agreed that if a person was discharged with 
12 months of service, or 6 months of service if discharged for 
the convenience of the Government, he would be classified as 
a veteran. 

The Senate amendment provided a new exemption for persons 
who served on active duty for a period of not less than 18 
months in the Armed Forces of a nation in which the United 
States is associated in mutual-defense activities so long as that 
country grants reciprocal privileges to American citizens re- 
siding in such foreign countries. Since the House passed a similar 
proposal last year, we agreed to the Senate amendment. 

To sum up, let’s see what kind of a draft law we will have 
after the conference report becomes law. 

First. All young men attaining the age of 18 will still be 
required to register. 

Second. They will not be liable for induction until they reach 
the age of 18% and even then they can’t be inducted if there 
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is any person registered in their local board who is available 
and is over the age of 19. Today they are drafting men at the 
age of 21. 

Third. Young men will still be deferred to complete high 
school or go to college. 

Fourth. The exemptions will remain the same. 

Fifth. Young men will still be able to appeal their classifi- 
cations. The appeal processes remain the same. 

Sixth. Young men will still be able to join the National Guard 
prior to attaining the age of 18% and will be deferred from the 
draft so long as they satisfactorily serve in the National Guard 
up to the age of 28. 

Seventh. Any man discharged for the convenience of the 
Government after serving 6 months on active duty will be con- 
sidered a veteran and will be exempt from induction except in 
time of war or national emergency. All others discharged after 
completing 12 months or more of active service will be con- 
sidered a veteran and will be exempt from induction except in 
time of war or national emergency. 

Now that’s the picture of how the new draft law will operate. 

That brings us to the Doctors Draft Act which was added as 
a separate title by the Senate to the bill that extended the regular 
draft act. 

The House Armed Services Committee reported a doctors 
draft bill to the House last May 10, as I have already mentioned. 
We appeared before the Rules Committee on May 17 for a rule. 
In the meantime, I discussed the matter with many Members of 
the House and with officials from the Department of Defense 
to determine whether we could possibly reduce the draft age 
of doctors, and had considerable correspondence with the chair- 
man of the Rules Committee. 

After going over the figures carefully with representatives of 
the Department of Defense; after carefully studying the testi- 
mony; and after going over the statistics with people from Selec- 
tive Service, 1 asked the Armed Services Committee to authorize 
me to offer an amendment to the bill which we had reported to 
the House to reduce the age from 51 to 45 insofar as physicians 
and dentists are concerned. 

The committee agreed to such an amendment. 

Mr. Speaker, I have just as much respect for the medical and 
dental professions as anyone else. None of us like the necessity 
of drafting doctors, but we all know that the health of the armed 
services comes first. 

We know that we cannot in good conscience extend a law 
to draft the young men of our Nation without assuring them the 
best possible medical care and that is the sole purpose of extend- 
ing the law. 

The Senate conferees were insistent that the age of liability 
for physicians and dentists remain at 51 as it is today. 

We agreed upon a draft age of 46. No physician or dentist 
may be drafted under the doctors draft law after he attains the 
age of 46. 

In other words, the Senate conferees agreed to come down 
5 years from the present law. 

Now let me give you the reasoning behind the draft age of 46. 

There are just so many physicians in this country who are 
liable for service who will be graduating from medical schools 
and will complete their internships within the next 2 years. 

In fact, there are only 6,691 physicians in this category. 

Now the requirements for the uniformed services for the next 
2 years amounts to 7,771, so if we took every single available 
medical school graduate during the next 2 years we would still 
be short 1,152 from our requirements. 

But, in addition, we have got to think about the future. 

If we take all our available medical school graduates for the 
next 2 years, then we will have no source of experienced physi- 
cians to call upon who will be liable under the regular draft act 
2 years from now when the doctors draft law expires. 

Some 1,800 of our available medical school graduates will 
be deferred to take residency training so that they can become 
specialists Or more experienced physicians. 

Now we suggested to the Senate conferees that we take all 
of the medical school graduates and not defer any one for 
residency training. When we did this we fully realized that in 
offering that suggestion we were creating a problem for our- 
selves that might be insurmountable 2 years from now. 
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The Senate conferees refused to go below a draft age of 46. 

They said that a draft age below 46 would not assure the 
armed services of experienced physicians and specialists after 
the doctors draft law expires. We knew this was true. 

They said that if we take all of the medical school graduates 
during the next 2 years and just a hand full of special registrants, 
we will have a medical service in the Armed Forces made up 
mostly of young men who have just completed their internships. 
In other words, most of the doctors treating our servicemen 
would be young, inexperienced doctors. We knew this would be 
the fact. 

And finally, the Senate conferees said that if we limited the 
draft age for physicians to a point where it is barely able to 
provide physicians even by taking all of the medical school 
graduates for the next 2 years and deferring none, that we 
would be in serious difficulty particularly if there was any in- 
crease whatsoever in the size of our Armed Forces in the next 
2 years. 

We know how unsettled world conditions are and that no 
One can say with certainty what the size of our Armed Forces 
will be in the future. Last week’s incident in shooting down a 
Navy plane in the Bering Sea is evidence of unsettled conditions 
that daily confront us. 

Now a draft age of 46 will give us enough physicians to fill 
the requirements of the uniformed services for the next 2 years 
and at the same time will permit us to defer enough medical 
school graduates so there will be an adequate source of experi- 
enced physicians available still within the draft age 2 years from 
now when the doctors draft law expires. 

Bear in mind that any person deferred for any reason since 
June 19, 1951, remains liable up to age 35 under the regular 
draft law. This is the way we will get physicians 2 years from 
now when the doctors draft law expires. 

The Senate did agree to a provision which was contained in 
the bill we reported to the House that any physician or dentist 
who applied for a commission at any time in the medical or 
dental corps and who was rejected for physical reasons would 
not be liable under the doctors draft law after attaining the age 
of 35. This means that if a man tried to obtain a commission 
in the medical corps of the Army, for example, and was rejected 
for physical reasons and he is now 35 years of age, he is no 
longer liable under the doctors draft law. 

Now it has been argued by some that there would be no need 
for a doctors draft law if we stopped treating dependents of 
service personnel and others who are entitled to medical care 
from service doctors in accordance with law. 

Let us analyze this and see what the facts are. 

Under the law medical care is authorized for civil service 
employees, foreign service employees, employees of the Bureau 
of Indian Affairs, certain nationals of foreign governments, sea- 
men, and certain beneficiaries of the Veterans’ Administration. 

And in addition to that, medical care is authorized for the 
dependents of service personnel. 

These authorizations are based upon law. But let us see if 
these laws are being abused. 

In 1954 the beds occupied by patients in hospitals and in- 
firmaries under the jurisdiction of the Department of Defense 
averaged 48,000 daily. Of this number, only 2,400 were not 
service personnel, retired personnel, or dependents of service 
personnel. 

Of this 2,400, practically all, with the exception of veterans, 
were serving outside the continental limits of the United States 
in a civilian capacity or were employed by the Department of 
Defense in a remote area of the United States where no civilian 
medical facilities are available. 


Are we going to ask civilian employees to work overseas with . 


the Department of Defense and not assure them of anh adequate 
American standard of medical care? 

Are we going to ask civilian employees of the Department of 
Defense to work for the Federal Government in remote areas 
of the United States where the only doctors available are service 
doctors and refuse them the right to be treated by service 
doctors? 
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We have traditionally provided medical care for the de- 
pendents of service personnel and retired personnel. 

I can think of nothing that would do more to destroy the 
morale of our Armed Forces than to deny the dependents of 
our service personnel medical care on a space and facilities 
available basis. 

In other words, if the hospital is not there or the facility is 
not there, or it is overcrowded by service personnel, the de- 
pendent cannot receive treatment. 

All of the dependents and service people know this. 

But if there is space and if the facility is available, then these 
dependents are entitled by law to medical care. If the Congress 
wants to take away this privilege, it will have to be done by 
legislation. 

Now widows and dependent children of deceased personnel 
of the Armed Forces are also entitled to medical care. But the 
actual number who benefit by this entitlement is a different 
matter. 

The number of these people who occupy beds in hospitals and 
infirmaries is considerably less than 1 per cent of the total 
average occupied by patients in hospitals and infirmaries under 
the jurisdiction of the Department of Defense. 

Our committee has gone into the matter very thoroughly. As 
a matter of fact, I asked the Department of Defense to give me 
an estimate as to the number of uniformed physicians who are 
considered to be devoting a major portion of their duties to the 
treatment of individuals other than Armed Forces personnel 
and dependents of armed services personnel. 

I was advised that if all medical care were abolished for all 
personnel now entitled to medical care from the armed services 
other than armed services personnel and their dependents we 
would only be able to eliminate about 40 uniformed physicians 
throughout the entire Armed Forces. That is veterans, civil- 
service employees, foreign-service employees, seamen, foreign 
nationals, and employees of the Bureau of Indian Affairs. 

If we abolished all dependent medical care for the members 
of the armed services in the United States, we would only be 
able to reduce the number of uniformed physicians in our armed 
services by approximately 581. 

I want to emphasize this point: 

If we abolished all dependent medical care in the United 
States and all medical care for all civil-service employees and 
veterans who are admitted to the service hospitals in the United 
States and overseas, we would only reduce the call of uniformed 
physicians for our armed services by 621 physicians. 

Now some of you may ask, Why do we not use more civilian 
physicians? 

Well, the armed services do employ 311 civilian physicians 
in industrial dispensaries, ordnance depots, and places of that 
nature. There is no limitation on the number of physicians that 
may be employed by the Department of Defense—but a prac- 
tical limitation is contained in the inability of the armed services 
to hire civilians under existing civil-service wage scales. It is a 
little difficult to compete with the net income of the average 
physician which is now in the neighborhood of $15,000 annually. 

Now someone might say, Well we wouldn’t have to take these 
older physicians if we took the younger doctors who have al- 
ready served in the Armed Forces. 

I am not going to support any program that requires us to 
force a doctor who is a veteran under the law to serve his 
country twice when there are many doctors in this country who 
are under the age of 46 who have never served a day in their 
life. The doctors who are coming in during the next 2 years 
will be doctors who have never served on active duty, and they 
are now in Priority III. 

Mr. Speaker, we have looked at this proposition from every 
angle. And distasteful as it may be, discriminatory as it may be, 
disturbing as it may be, inconvenient to the doctors as it may 
be, nevertheless the servicemen of our Nation are entitled to 
the best medical care we can provide. They will not get it unless 
you pass this conference report. 

We cannot have adequate national security without proper 
medical care, and the only way we are going to get proper 
medical care for the next 2 years is by extending the Doctors 
Draft Act for 2 years. 
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Two years from now there should be enough physicians gradu- 
ating from medical school who are nonveterans, plus those who 
have been deferred to take specialty and residency training to 
meet the needs of the Armed Forces if the strength of the Armed 
Forces stands where it is today. 

For the next 2 years, there is no other solution to this problem 
but to pass this conference report extending the doctors draft 
law for 2 years. 

The law I am asking you to extend gives the President the 
authority and the discretion to issue special calls under such 
regulations as he may prescribe as to how many doctors will 
be called to meet the needs of the services. 

Now let me get this point across. The doctors draft law is 
an authorization law. If the facts change and no longer warrant 
its implementation, then the President has the authority to 
modify or change the calls to meet the conditions as they arise. 

I have confidence in the President to administer this law in 
such a manner as to avoid arbitrary calls on physicians and 
dentists, and at the same time to assure the armed services ade- 
quate medical care. 

The issue here is Simple. 

We either pass this conference report and assure an adequate 
source of medical and dental personnel for our Armed Forces 
and inconvenience some physicians and dentists who have never 
served a day of active duty in their life, or we let the convenience 
of a few physicians and dentists jeopardize the health of our 
armed services and the national security. 

I have received telegrams from every dental and medical 
society in the United States, as I am sure every one of you 
have. They all oppose the draft law for doctors. 

Not a single one of them, however, can assure the Armed 
Forces of an adequate source of physicians and dentists without 
the doctors draft law. 

And as far as | am concerned, when it comes to a choice be- 
tween the health of our Armed Forces and the desires of the 
American Medical Association and the American Dental Associ- 
ation, I shall elect to assure the members of our Armed Forces 
that they will receive the best possible medical and dental care. 

We either vote to give to the men we draft or the men who 
volunteer the best in medical care, or we bow to the dictates 
of the American Medical Association. 

I have before me a telegram from the American Medical 
Association urging that this conference report be recommitted. 

Now what will you accomplish if you recommit this confer- 
ence report. 

Today is the 28th of June. These four important laws, the 
very props of the defense of the Nation, expire on midnight 
June 30—60 hours from now. 

What would be the consequence if this conference report is 
recommitted and no agreement can be reached? 

Everything stops on midnight June 30. The draft stops; the 
dependent wives and children will have their checks stopped 
and the whole machinery of these four main props of the defense 
of the Nation will be brought to a halt. 

In a letter from General Hershey, dated June 24, he said: . 

It is estimated that, should the Congress fail to extend the induction 
authority prior to July 1, 1955, at least 50 percent of the 10,000 men 
already called for induction in July would be affected to the extent that 
their orders for induction would have to be canceled. 

With respect to the effect of a failure to extend the so-called Doctors’ 
Draft Act prior to its scheduled termination date on July 1, 1955, it 
should be pointed out that immediately upon termination of this act all 
actions of the Selective Service System with respect to classification and 
selection of physicians and dentists would be rendered void. 


I ask you not to jeopardize the security of the Nation in such 
a manner. 

Mr. MILLER of Nebraska. Mr. Speaker, will the gentleman 
yield for a question? I wanted to ask the gentleman a question 
about the ratio of physicians in the Army including the de- 
pendents that they take care of as compared with the civilian 
population. Can the gentleman give us any information on that? 

Mr. Vinson. I do not have that information. 


Mr. MILLER of Nebraska. I understand that the ratio is about 
4 physicians to 1,000 in the Army, and in the civilian population 
the ratio is 1 to 1,200 people in the United States. 
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Mr. Jonas. I want to ask the gentleman about the action of 
the other body in striking out an amendment I proposed on the 
floor and which was agreed to on the floor at the time the bill 
was originally passed by the House. 

Mr. VINSON. That is the provision with reference to a man 
who had been before the Board and rejected because of a physi- 
cal disability. He cannot be called back. That is in the conference 
report. A man who has been passed on and to whom a com- 
mission has been refused because of a physical disability—that 
is the end of it—he cannot be called back. 

Mr. Kitpay. Mr. Speaker, if the gentleman will yield, the 
gentleman from Georgia, of course, has correctly stated the 
provision with reference to doctors who have previously been 
denied a commission on account of physical disability, but I 
believe the gentleman from North Carolina |[Mr. Jonas] is 
referring to the amendment adopted on the floor. 

Mr. Jonas. That is correct. The amendment proposed by me 
and which the House adopted. 

Mr. Kivpay. That is the regular draft extension which was 
adopted by the House under which a man who had been rejected 
at an induction station could not be called back. 

Mr. Jonas. That is correct. The amendment was put in the 
bill on the floor and provided that if a registrant should be 
rejected at an induction station solely on the grounds of physical 
disability, his liability for service would expire at the age of 26. 
Why did the conferees agree to the elimination of that provision 
after the House, following considerable debate and thorough 
consideration, affirmatively approved it? 

Mr. KiLpDay. Mr. Speaker, if the gentleman will yield, that 
particular provision is not in this bill. The conferees of the other 
body were adamant in their opposition notwithstanding the very 
sincere effort to retain the provision because it was a provision 
put in on the floor of the House. We did not prevail on that 
and that is not in this bill. 

Mr. McCormack. I congratulate the gentleman from Georgia 
on the able and powerful speech he has made. It is a speech 
which should convince the great majority of the membership of 
the House, and I join with the gentleman from Georgia in 
urging that the conference report be agreed to. 

Mr. Dixon. Mr. Speaker, during the hearings on the extension 
of the draft law in the Senate the junior Senator from Utah, 
Wallace F. Bennett, indicated that, if necessary, he would pro- 
pose an amendment to section 16 (g) of the Universal Military 
Training and Service Act, as amended, for the purpose of clarify- 
ing the exempt status of those persons called to serve as ministers 
of the Church of Jesus Christ of Latter-day Saints—Mormons— 
assigned to serve in the missions of the church. 

The problem to which he sought solution has arisen because 
some local boards and State administrators have failed to recog- 
nize the IV-D status of these ministers—despite the fact that the 
National Director of Selective Service has always considered that 
the young men of this church, who are ordained as ministers 
and assigned to serve in the missions of the church, were within 
the definition of ministers of religion as defined in section 16 (g) 
of the act. In those instances where the local and State boards 
have failed to recognize the true status of these ministers the 
Director has had to rely on appeal procedure in order to get 
the proper classification. 

After hearing Senator Bennett’s explanation of the problem, 
and General Hershey’s testimony to the effect that he has al- 
ways regarded these ministers as included in the definition of 
section 16 (g), the Senate Armed Services Committee concluded 
that the amendment proposed by Senator Bennett was un- 
necessary. 

The committee made the following report of the proposed 
amendment: 

Exemption of ministers of the Church of Latter-day Saints (Mormon): 
The junior Senator from Utah, Hon. Wattace F. Bennett, appeared 
before the committee in connection with a possible amendment to section 
16 (g) (1) of the Universal Military Training and Service Act to specifically 
insure the exemption of those persons called as ordained ministers of the 


Church of Jesus Christ of Latter-day Saints (Mormon) and assigned to 
serve in the missions of the church. Assurance given in writing by the 
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Director of Selective Service to the Senator from Utah reflected that such 
amendment was unnecessary inasmuch as Selective Service considers that 
these individuals are already entitled to IV-D classification under existing 
law. The letter referred to and a letter from the Assistant Secretary of 
Defense for Manpower and Personnel appear in the printed hearings. 


This report, coupled with Senator Russell’s statement in the 
Record of June 16, 1955, to the effect that the committee ex- 
pressly considers any clarifying amendment unnecessary inas- 
much as these ministers are in fact already entitled to IV-D 
Status under existing law clearly defines the position of our col- 
leagues in the Senate. 

I should like to ask the distinguished chairman of the House 
Armed Service Committee if he and his committee share that 
opinion in the light of General Hershey’s testimony and the con- 
firmatory comments of the Senate committee? 

Mr. VINSON. Mr. Speaker, let me say to the gentleman from 
Utah that I concur completely with the report of the Senate 
Armed Services Committee and Senator Russell's statement that 
no clarifying amendments are needed to the Universal Military 
Training and Service Act with regard to the exemption of minis- 
ters of the Church of the Latter Day Saints. It is my understand- 
ing that these young men are exempt so long as they are ordained 
ministers and assigned to serve in the missions of the church. 
As soon as they have completed their work in the missions, 
which I understand is 2% years, the exemptions then cease and 
they become subject to induction like all other individuals. 

Mr. SMITH of Virginia. Mr. Speaker, I always hesitate to 
take issue with the distinguished gentleman from Georgia, my 
very close and dear friend |Mr. Vincent]. I do not think any 
man has lived in our generation who has done more for national 
defense than the distinguished chairman of that committee, the 
gentleman from Georgia |Mr. Vinson|, and I want to take this 
opportunity to compliment him on the great service he has 
rendered to the country. : 

Unfortunately, he is human. All human beings sometimes 
make mistakes, and this time it [sic] when he made a bloomer.‘It 
is a shame that the House is not permitted to have an oppor- 
tunity to know what this is all about, but here the House has 
been deprived of an opportunity to discuss the doctors’ draft 
by reason of this parliamentary maneuver which took place in 
another body. The gentleman says that the Committee on Rules 
did not give them a rule. It is true he came before the Com- 
mittee on Rules. We were so unconvinced, and so thoroughly 
convinced that it was wrong, that no rule was granted, and the 
matter lay there for some time. Finally, I fixed a date on a 
Thursday for the final hearing on that bill. The day before the 
final hearing this littlke maneuvering went on, and the bill was 
adopted as a rider to the regular draft bill in another body. 
Then the chairman advised me that he did not want a rule, so 
no rule was granted. 

That bill is on the calendar, and if it came to the floor we 
would have an opportunity to find out whether it was right or 
wrong. But I am going to tell you in the few minutes allotted 
me, and I am sorry it is not more, just what is the matter with 
it, as far as I have had time to see it. 

In the first place, it is a thoroughly discriminatory bill. No 
other class of citizens in the United States is discriminated 
against and drafted into service simply because of their vocation 
in life. | expect I have done more than most members of the 
Committee on Armed Services, because I have read every page 
of the hearings and I know what I am talking about. There is 
no need for a doctors draft. The evidence in these hearings shows 
that there is no need for it. It is admitted that there are ample 
graduates coming out of the medical schools to fill every need. 
The Health Resources Advisory Committee from the Defense 
Department which deals with this subject notified the American 
Medical Association in December of last year that the doctors 
draft was not needed and would not be asked for. Subsequently 
they came in and asked for it. The only reason they could give 
for changing their minds was that they wanted to defer 1,000 
of the young doctors for further training and take in old doctors. 
That was the only reason. If they would use the young doctors 
who are coming out of the schools there would be no need for 
this draft, and the evidence quite clearly shows it. 
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During the Korean war when people were getting killed and 
wounded the Army got along fine with 1.6 doctors per thousand. 
Today, in time of peace, they are asking you for 2 doctors per 
thousand, more than they used in time of war. 

Why do we have this need in peacetime? Here are five 
reasons: 

First. They are treating 1,100,000 civilian employees of the 
Defense Department. 

Second. They are treating all dependents of servicemen. 

Third. All retired personnel and dependents. 

Fourth. All the personnel of the foreign Embassies. 

Fifth. All wards of the Bureau of Indian Affairs. 


There will be a motion to recommit this conference report. I 
am not permitted, under the rules of the House, because I hap- 
pen to be on the majority side, to make that motion, but I would 
if I could make a motion to recommit with instructions to strike 
out the doctors draft, but | am not permitted to do so. My 
astute friend wants to choke this thing down your throats with- 
out ever giving you an opportunity to know what you are doing, 
or to vote on the direct issue. 

Do you know you are drafting American citizens here to 
treat the personnel of foreign embassies in this country? I asked 
the chairman of the committee when he was before the Rules 
Committee: “Do you think it is the right American thing to 
do to draft an American citizen doctor 46 years old to treat 
the cook of the Russian Embassy?” That is what you are doing. 


Sometimes there are questions of principle; this is a question 
of principle. I do not care about the doctors, but I do care 
about the vicious principle involved in this bill. 


You are drafting, in the fifth place, doctors to treat all the 
Indians, the wards of the Bureau of Indian Affairs. Did you 
know that? How many of the Members knew it? But after all 
that, since the time the Army notified the American Medical 
Association that they would not ask for the draft of doctors, 
since that time it has been decided to reduce the Army by 
450,000 men, yet they are still asking for a greater proportion 
of doctors than they did in the heat of hot war. 


Mr. Speaker, are we going to stand for this? Are you going 
to stand here and push this thing down the throats of American 
citizens and not voice your protest? 


This bunk about its going back to the conference committee 
and not having a draft bill, I want to say to you I voted for 
every draft bill that ever came before us. I was one of those 
who by one vote extended the draft 3 months before Pearl 
Harbor; so I am not any no-draft man, I voted for every draft 
bill. 

When this bill goes back to conference it can be settled in 
15 minutes, and we can bring the doctors draft bill to the floor 
of the House where we can do the right thing. If you vote for 
it, it is all right with me, but I insist, and I ask you to stand on 
the question of principle and not permit yourself to have your 
mouths closed and your opportunity fer consideration denied to 
you by a parliamentary maneuver such as that with which we 
are confronted this afternoon. 

Talking about these civilian employees of the Army, your 
drafted doctors in 1948 delivered 42,000 babies for personnel 
of various and sundry people of the armed services, 42,000 
babies. All of that could have been done by civilian doctors 
under contract. In 1948 they delivered 42,000 babies, but in 
1953 the doctors delivered 145,000 civilian babies. Is not that 
fine? 

The answer to the problem is simple, and the chairman of 
the committee, my dear friend, the gentleman from Georgia 
|Mr. Vinson} told the War Department in these hearings: 

Now, by the 15th of May you come up here with a plan to treat 
these civilians through contact with local doctors. 

Nothing was ever heard of that. Apparently the armed serv- 
ices simply ignored that demand. 

In connection with the conference report, may I say that the 
House conferees fought valiantly to reduce the age limit. They 
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tried to reduce it to 40; they tried it to 42. They fought valiantly 
for their position and just as valiantly surrendered and signed 
the conference report. 

I am asking you to send this back. Let them get together 
over there, and let them do the right thing. Let us also put out 
a little warning that the House is not going to sit supinely by 
and have its prerogatives taken away from it and not be given 
the opportunity to consider a matter than involves as great a 
principle as anything that ever came before this body. 

Mr. Jupp. With respect to the motion to recommit, the gentle- 
man said he would not be given that privilege because he is on 
the majority side. May I say that I tried as a member of the 
minority side to get the privilege of offering a motion to re- 
commit with instructions to strike out title II. That would give 
the House a chance to vote on this issue by itself. But I was 
denied that privilege on my side. So there will be offered by 
someone else on this side a straight motion to recommit which 
I hope will pass because it is better than letting the conference 
report go through in its present form. 

Mr. DurHam. Mr. Speaker, I hope, too, that this measure will 
be sent back to the conferees. 

I realize that we have serious considerations at stake, since 
the Universal Military Training and Service Act expires on 
June 30. This circumstance, however, is not the fault of this 
body, since the House passed the bill extending the draft on 
February 28, with no thought of including the doctors draft 
extension in the basic draft legislation. Now, the present diffi- 
culty arises because the Senate saw fit to tack on to the draft bill 
a new title, not previously considered by the House, effecting 
the extension of the Doctors Draft Act and other related 
matters. 

I am definitely opposed to such a legislative procedure. The 
doctors draft legislation is a highly important and controversial 
matter, which affects the welfare and health of the entire popu- 
lation of the United States. This measure could have been con- 
sidered in the House as a separate piece of legislation in the 
usual way and in ample time, had not the other body combined 
the two pieces of legislation. 

The Doctors Draft Act was a necessity born of an emergency. 
I have been opposed to it all along because it is “class” legis- 
lation and as such is not the American way of doing things. I 
went along with its original enactment and subsequent exten- 
sions, however, because I felt it was necessary during the Korean 
crisis. Now we have reduced our Armed Forces and I seriously 
doubt the wisdom of continuing this legislation which we all 
frankly admit is discriminatory. 


From the evidence produced at the hearings on the doctors 
draft extension, and from my examination and study of this 
whole subject, I am convinced that if the armed services utilized 
all the medical skills and personnel available, and effected a 
better distribution of physicians and skilled medical personnel, 
we would not need to enact this class legislation. I know person- 
ally of doctors now classified as surgeons who are being used 
for nothing more than bandaging surface wounds and adminis- 
tering cathartic pills. These ministrations could be carried out 
by trained and available personnel if proper organization and 
planning are brought to bear on the subject. 

There is no question but that all of us want to take care of 
the health and welfare of our men in the armed services and 
their dependents, but I believe this can be adequately provided 
for in the basic draft law if applied to doctors and dentists as 
to all other persons, without again inflicting class legislation on 
a particular occupational group. 


The conflicting testimony on the necessity for drafting doctors 
and dentists before both House and Senate committees poses 
some grave questions as to the advisability of continuing this 
draft of specialized personnel for 2 years longer. 


Dr. Frank B. Berry, Assistant Secretary of Defense, Health 
and Medical, told the Senate committee that— 

We have today slightly more than half of the total number of medical 
officers authorized for the regular corps of the three services. * * * In 
addition we have only a handful of career medical and dental Reserve 
officers on active duty. 


J.A.M.A., July 30, 1955 


This last statement points up the urgent need for the Depart- 
ment of Defense to formulate a determined program to attract 
and retain career medical personnel on a voluntary basis. 

Earlier in the Senate hearings Dr. Reuben R. Chrisman Jr., 
representing the American Medical Association, called attention 
to the figure announced by the Secretary of Defense for the 
planned military strength of the country, this figure being 
2,900,000. By direction of the Secretary, the authorized physi- 
cian ratio is 3 doctors per 1,000 troop strength, which would 
call for 8,700 doctors. Dr. Chrisman pointed out, however, that 
in earlier hearings before the House committee, the physician 
strength was shown to be 10,360 as of March 31, 1955. Esti- 
mated losses during the next 2 fiscal years were shown to be 
7,424, leaving physicians on duty in the Armed Forces to the 
number of 2,936. Thus the number necessary to bring physician 
strength up to maximum authorization would be 5,764, although 
the Department of Defense claims a requirement of 6,926 re- 
placement physicians, which includes 845 for the Public Health 
Service. This number would provide a greater ratio than 3 
doctors per 1,000 troops, and the inclusion of 845 doctors, 
through draft, for Public Health Service raises a grave question 
of propriety. 

In the face of this testimony, there is the report of the Health 
Resources Advisory Committee of the Office of Defense Mobili- 
zation in January, 1955, which states that if mobilization con- 
tinues at presently announced levels, it will be possible to main- 
tain the present physician staffing ratios of the armed services 
with the new graduates of medical schools who are liable for 
service under the basic draft act. 

The task force of the Hoover Commission is of this same 
opinion. The task force also recommends that the doctors draft 


' law not be extended and expressed the belief it was unfair in 


principle and has in the past been abused in administration. 

Testimony from the American Dental Association called at- 
tention to the conflicting estimates of the number of dental 
officer replacements needed by the Armed Forces and affirmed 
its belief that dental graduates subject to the draft could very 
effectively constitute the main source of dental officer replace- 
ments, especially so if the present dental officer staffing pattern 
is improved. 

Serious questions have been raised in testimony before the 
committee indicating the need for the Defense Department to 
launch programs to attract to the services career physicians and 
specialists On a voluntary basis, to obtain services of civilian 
doctors in areas where they are available, to provide medical 
care for civilian employees and civilian dependents by other 
than drafted physicians, and related problems. The whole sub- 
ject of how best to care for dependents of military personnel 
needs also to be thoroughly explored with the possibility of 
using civilian physicians and facilities wherever possible. In this 
connection a questionnaire filled out by 1,600 physicians sep- 
arated from the service during the first half of the year 1954— 
reported by the AMA in its official journal on January 22, 
1955—shows that military doctors spent 61.6 per cent of time 
on their civilian patients. Of this amount of time, 28 per cent 
went to dependents and 32 per cent to other civilians. This was 
in the United States. Overseas the percentage was higher. Mili- 
tary doctors overseas spent 72 per cent of time caring for 
civilians, with 8.4 per cent of time going to civilian dependents. 

Now, according to the AMA estimates, the total number of 
doctors in the United States totals 221,000 in a population of 
165 million. This is a ratio of 1 doctor to every 747 civilians, 
as contrasted to the ratio of 3 per 1,000 troop strength in the 
armed services. Also, the Department of Defense ratio does 
not take into consideration the interns in military hospitals and 
only considers one-half of the military residency physicians on 
the grounds that they do not actually give medical care. 


Mr. Speaker, in my opinion, the problems in the doctor’s draft 
legislation are too large and too important to push this legis- 
lation through as an afterthought and as a mere appendage to 
the basic draft law. I urge that the bill be recommitted to the 
conferees for deletion of the title relating to the doctors draft. 
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(Mr. Durham asked and was given permission to revise and 
extend his remarks.) 

Mr. Jupp. Mr. Speaker, I voted for the doctors’ draft in 
August, 1950. We were at war. It was necessary to enlarge our 
Armed Forces on a crash basis, calling back into active service 
tens of thousands of men who had already fought for years in 
World War II. The medical services had to be expanded in 
just as rapid and, to some extent, disorderly manner. Much as 
I regretted having to vote for a measure which openly discrimi- 
nated against one group of our citizens, because of their profes- 
sional skills in the healing arts, | was willing to swallow my 
convictions with respect to the Constitution of the United States 
under those circumstances, for the very reasons presented by 
the gentleman from Georgia. But his reasons do not apply today. 
We are not at war today and have not been for 2 years. Our 
Armed Forces have been substantially reduced. 

I would vote to extend the doctors’ draft law now if it could 
be demonstrated to be necessary to get enough doctors for the 
men in the Armed Forces. But that has not been and I think 
cannot be demonstrated. So I cannot vote for title II of this 
conference report under the circumstances now prevailing. 

First. The procedure under which this conference report is 
brought before us is wrong, as the gentleman from Virginia has 
so well pointed out. We are asked to swallow here, without even 
gulping, a very controversial piece of legislation we have never 
been permitted to consider, debate, and amend under the usual 
rules and practices of the House of Representatives. 

Even worse, the whole principle of discriminating against one 
group of citizens is wrong—and certainly unjustifiable unless 
it can be shown to be absolutely necessary. And that cannot be 
shown. The Health Resources Advisory Commission of the 
Office of Defense Management in January of this year said the 
doctors’ draft was not needed to get enough doctors. 

The Hoover Commission Task Force on Federal Medical 
Services, on February 19, of this year, specifically recommended 
that this piece of legislation, the doctors’ draft law, not be ex- 
tended or reenacted. Those are its words. 


Then why does the Pentagon say it is necessary? You know 
the reason. It is a lot easier to get doctors and dentists by force 
than by building up an attractive medical service that doctors 
will be glad and proud to enter as a career. As long as the 
military can get them by compulsion under a draft, they will 
never build up again an adequate professional medical service. 

The gentleman from Georgia asked, “How are you going to 
get doctors if you do not draft them?” 

The answer is, “Get them the same way we get- other spe- 
cialized personnel—that is, provide a greater incentive.” 

What did we do when we could not get or keep enough 
sergeants and various types of specialized technicians in the 
Armed Forces? We passed a bill just a few months ago to make 
the positions more attractive. It is working. 

We did not say, “We are going to draft you and make you 
spend 3 more years in the Marines because we need expert tech- 
nicians, expert mechanics, and expert electricians in order to 
give our boys every proper service.” 

We did not go down to the filling stations and airplane 
hangars and grab all the top mechanics up to 45 years of age, 
to guarantee that the boys whom we draft to fly our planes and 
drive our tanks have the finest specialists to make sure their 
machinery is in tiptop shape and their lives will not be endan- 
gered. Why not? 

We do not go down to the Statler and the Mayflower Hotels 
and say, “We are going to draft all your chefs under 45 because 
our boys must have the very best nutrition possible.” Why not? 

Just why do we pick out one particular group of our citizens 
and say that even in peacetime it has got to render a different 
type and degree of service than any other group of citizens, and 
at a time when the agencies set up toe study this very problem 
say that it is not necessary? 

Who should know more about it and give a more unbiased 
report than the Office of Defense Mobilization and the Hoover 
Commission? They say this doctors’ draft is no longer needed. 
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Interestingly enough, the Department of Defense reported 
that the number of available doctors under the regular draft 
during the next 2 years would be 6,200. Surgeon General Arm- 
strong testified there would be 6,600. The Health Resources 
Advisory Committee of the Office of Defense Mobilization said 
there would be 7,000. Now, here are 3 agencies of the executive 
branch that ought to know most about the matter and they 
come up with 3 different figures. Apparently they do not have 
enough or sufficiently expert accountants. Maybe we ought to 
draft into the Armed Forces all the CPA’s under 45 years of 
age, and see if they ¢annot determine what the correct figure is. 

Another reason why the military say they do not have enough 
doctors is because they do not use them efficiently. Almost every 
doctor in the service will tell you that. 

Another is that it uses them to treat 3 million dependents 
and more than | million civilian employees. That may be neces- 
sary Overseas, but not in most American communities. 

Another is that it details them for various civilian medical 
agencies like the Public Health Service. That is a wonderful 
organization doing a very important work. But since when is it 
our system to draft men in middle age for civilian jobs? 

Why, then, does the Pentagon say the draft is needed? Be- 
cause it can get its doctors this way easily. They have not 
taken the trouble to develop a really attractive career service. 
And if the House passes this bill today, I venture to predict 
that they will be here 2 years from now, and then 2 years from 
that time, asking for further extension. It is human nature never 
to do voluntarily the things necessary to correct a situation, as 
long as One can Overcome it by the coersive |sic] power of the 
Government. 


Mr. Speaker, I hope the motion to recommit will be adopted. 
Then we can tackle this problem and solve it in the regular 
American peacetime way. No one in the Armed Forces is going’ 
to suffer for lack of sufficiently trained and experienced doctors. 

Mr. VINSON. Mr. Speaker, I yield 8 minutes to the gentleman 
from Missouri |Mr. Short}. 

Mr. SHorT. Mr. Speaker, I shall not take 8 minutes which 
the chairman of the committee has so generously allotted me. 


We have got to face a reality more than a theory here today. 
It is pretty tough when you are caught between the millstones 
of two great, able, and fine gentlemen like the gentleman from 
Georgia, the chairman of the committee, and the gentleman 
from Virginia |Mr. Smith], the chairman of the Committee on 
Rules. It only goes to show that there can be an honest differ- 
ence of opinion between wise and good men on a highly con- 
troversial issue. 


None of us wanted to vote for the doctors draft law when 
we originally passed it. We frankly admitted that it was dis- 
criminatory. But how in the world are you going to draft the 
youth of this Nation into the different branches of our armed 
services without providing adequate and well-trained and highly 
qualified medical care for them? 


The gentleman from Virginia [Mr. Smith] says that the doctors 
in our Military Establishment have delivered 45,000 babies. 
Well, I am glad that the population goes on. I do not know 
how you are going to control human nature, which is a power- 
ful thing, by passing a bill on the floor of this House. And who 
wants to stop all the fun? 

I cannot understand why anyone would vote for the extension 
of the general draft bill for 4 years and extend the dependency 
benefits, which we do in this bill, and which is absolutely neces- 
sary for our national security, and then refuse to vote not only 
for an adequate number of doctors, but doctors who are trained 
and well-qualified. Our armed services must have some experi- 
enced doctors and not all neophytes. 


I want to point out to the House here that in conference the 
Senate was very adamant on this particular point. They pointed 
out that even if all the young graduates of our medical schools 
were taken in the Armed Forces we would still be 1,152 short 
of the required number; but that we could go from 51 down 
to 46 years of age and still defer perhaps about 1,200 doctors 
who could take their 2 years of residency. ‘ 
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What Member of this House would want his son or daughter 
in the service, regardless what branch of service, to be treated, 
or to be operated upon by a youngster just out of medical school, 
until he has had at least 1 year internship and 2 years of resi- 
dency? Members of our armed services even in times of peace 
perform hazardous duties and in times of war face the gravest 
dangers. They suffer violent shock, the severest wounds, and 
the most intense pain. Who is there among us who would deny 
them the best—the very best—of medical care? We should in- 
sist upon quality as well as quantity of physicians. It is a mathe- 
matical problem. It is not difficult for anyone. to compute. If you 
go below the age of 46 you will have such a narrow margin 
that practically all the men in our armed services will have to 
be treated by rather young and inexperienced physicians. 


I might say that as a national policy the services have drafted 
doctors not older than 38 years of age, but we all know as a 
matter of practical, commonsense you must have older doctors 
sandwiched in with these new recruits or graduates out of our 
medical schools if you are going to protect the health and main- 
tain the morale of our armed services. 


I think the doctors by and large are fairly well satisfied. They 
are patriots. Of course, they do not like it. You can understand 
that. But there are only a few doctors who have been bitter in 
their criticism so far as I know. I have had two or three call 
on me. But when you realize that the vast majority of doctors 
that will be brought in under this extension of the act for 2 
years are men who have never served a day in the armed serv- 
ices, I do not see what justification there is for much complaint 
about it. Some of these doctors got their education at Govern- 
ment expense and I do not want to recall doctors with prior 
service. It is just about as simple as that. 


There are very few changes in these bills except we did lower 
the age of the men who enlisted before their 18% birthday in 
the National Guard, liable under present law for call to duty 
up to 35 years of age. The House lowered that to 26, the Senate 
extended the age to 28. We have agreed to the Senate provision. 
I think it is an improvement in the present general draft law. 


In the doctors draft law, we voted not only to lower the limit 
by 5 years, from 51 to 46, which will allow many doctors to 
escape service, but we will get a sufficient number so that these 
_ doctors that are brought in will be not only graduates of medical 
schools but will have had their residency training. I repeat we 
want quality as well as quantity and the best is none too good. 


Mr. Gavin. May I indulge your patience at this particular 
point. I would like to read from the statement that Rear Adm. 
Lamont Pugh of the United States Navy, former surgeon gen- 
eral of the Navy and now retired, made before this committee 
I think in 1953, which indicates why the doctors draft legislation 
is necessary: 


In December of 1948 the American Medical Association addressed a 
letter to each of 7,610 doctors in the United States who were then less 
than 26 years of age urging them to volunteer for active duty. Special 
reference was made to those who had received V-12 or ASTP training. 
The letters pointed out their liability for induction under the Selective 
Service Act which had been passed earlier that year and gave other 
pertinent information regarding the situation. Cards were enclosed for 
the recipient to fill out and return to the AMA, which in turn forwarded 
the cards to the Surgeon General of the appropriate armed service. The 
Bureau of Medicine and Surgery addressed a letter to each of the doctors 
from whom a card was received, giving complete information on how 
and where to apply for a commission and active duty. For those not 
holding commissions in the Medical Corps Reserve, the Bureau of 
Medicine and Surgery prepared an application letter, including a franked 
envelope addressed to the nearest office of naval officer procurement so 
that all that was necessary on their part to obtain the application forms 
was to affix their signature and mail the letter. A copy of the Bureau 
letter to each of these young doctors was also sent to our district medical 
officers and the appropriate officer-in-charge of naval officer procurement 
in order that they might contact each doctor and assist him in every 
possible way. Only 33 medical officers out of the total of 7,610 receiving 
the letter came on active duty for a period of 2 years as a result of this 
program. 


Mr. SHortT. That is very true. But it does naj reveal the true 
feelings of the doctors of America. They are fie men. 

Let me say this in closing: Your conferees fought hard and 
diligently with the conferees of the other body trying to main- 
tain every one of the positions of the House, but you know 
that all legislation is the result of compromise. We had to give 
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as well as take. Those gentlemen over there were adamant. 
Both these laws are going to expire just 60 hours from now, 
on midnight Thursday. This administration, the White House, 
the Department of Defense, are very eager to have this confer- 
ence report adopted today. I hope the House will go along with 
us, because we did succeed in persuading the Senate to lower 
the age from 51 to 46 for doctors. 

Mr. AuGust H. ANDRESEN. The gentleman has referred to re- 
ducing the age limit in the regular draft from 35 to 28. What 
is the status of a man now who has already reached the age 
of 28? Will he be drafted under the new law if he is in class 
1-A? 

Mr. SuHort. If he is in class 1-A, he could be drafted under 
the law as it is today. 

Mr. AuGust H. ANDRESEN. But after the present law expires 
on June 30, does he come under the new law then, so that if 
he has reached the age of 28 he will not be drafted? 

Mr. SuHort. I doubt if they can draft anyone after that. 

Mr. MarTIN. I would like to ask the gentleman from Missouri 
if it is not true that the President and the administration is very 
much opposed to the motion to recommit this conference report 
and are anxious to have this legislation passed because they 
know how pressing time is. 

Mr. SHort. Of course, it is as I stated. We are faced with a 
reality and not a theory. I rather deplore the fact that we did 
not have a full and open discussion of the extension of the 
doctors’ draft as well as of the general draft law, but we did 
not have, although our committee reported out both bills weeks 
ago. Unless we act today, we imperil the safety of this Nation. 

Mr. MADDEN. Mr. Speaker, it is indeed unfortunate that this 
legislation which includes the complicated and involved doctors- 
draft bill, comes before the House through the back door. The 
chairman of the Armed Services Committee and several Mem- 
bers appeared before the Rules Committee some time ago in 
order to get a rule dealing with the doctors draft legislation. 
For some reason which is not clear, the chairman of the Armed 
Services Committee and members of the conference committee 
saw fit to attach the complicated doctors-draft legislation to the 
extension of the original draft bill after it passed the other body: 
As a consequence, 435 Members of the House are barred from 
debating, speaking, and amending the doctors-draft legislation 
because it comes in here under the limited 1-hour debate allot- 
ted to a conference report. 

There is no question that the doctors-draft legislation is class 
legislation and it involves the welfare and families of thousands 
of doctors throughout the country. It also indirectly affects 
thousands of families in regard to their medical attention and 
services. Every Member of Congress should be given an oppor- 
tunity to express himself if he so desires, to offer and to vote on 
amendments to legislation of this importance. Under the present 
back-door approach which the conferees have seen fit to use 
in order to carry out the recommendations of the Pentagon, I 
am compelled to vote to recommit this draft legislation with the 
recommendation that the doctors-draft amendment thereto be 
brought backyto the floor as a separate piece of legislation. 


I voted for the doctors draft in 1950 when we were in active 
war in Korea and voted for the extension on two different 
occasions. This is the first time Congress has been asked to 
consider the drafting of doctors or any other professional or 
classified segment of our economy in times of peace. There has 
been a lapse of 5 years since the original doctors-draft law was 
passed and today it calls for a more complete study involving 
change and improvement. A great deal of testimony was pre- 
sented to the Armed Services Committee, setting out that the 
doctors-draft law is not necessary at this time. We do know 
that the present policy of the administration has been to curtail 
and shrink our Army personnel, but in spite of this decrease, 
the present medical-draft bill calls for more doctors in the 
military than during wartime. 


I am very much in favor of every member of the military 
and his family securing all the necessary medical attention to 
which he is entitled, by reason of his patriotic service, and 
I will gladly vote for any draft legislation that is essential for 
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our military and for our defense. Considering the steamroller 
tactics used in ramming through the House this important medi- 
cal-draft legislation as an appendage to the extension of the 
original draft bill, it is not fair to the public, the Members of 
the House, or the medical profession of the Nation. Therefore, 
I shall vote to recommit this bill with instructions that the 
doctors-draft legislation be returned to the House where it can 
be amply debated, amended, and passed in fairness to all con- 
cerned. 

Mr. Jupp. Accepting the argument that we must not draft 
boys into the armed services without giving them the very best 
medical care, does the gentleman think it is proper and con- 
stitutional to draft 845 physicians supposedly into the armed 
services to take care of our soldiers, and then detail them to 
work in a civilian agency—the Public Health Service and the 
National Institute of Health? 

Mr. KiLpay. Mr. Speaker, history has a way of repeating 
itself. Sometimes it has an alarming and frightening way of 
repeating itself. Those of us who were here in the summer of 
1945 recall the letters we received within a matter of 2 or 3 
days after V-J Day, “To get my boy out of the service.” We 
remember that we helped to preside over not the demobilization 
of the finest fighting machine that was ever organized in the 
history of man—we did not see it demobilized—we saw it dis- 
integrate before our eyes. Here we are talking about a draft in 
time of peace and we have it thrown out to us that we are 
attempting to draft doctors to treat the cook at the Russian 
Embassy. The Russians agreed to a meeting at the summit. Molo- 
tov traipses across the United States smiling—and we are willing 
to demobilize. For a period of more than 30 days the extension 
of the doctors’ draft was stymied before the Committee on 
Rules. We have pending as unfinished business before the House 
a minimum Reserve plan which is caught in a parliamentary 
snarl—so much so that there has been reported out of the 
Committee on Armed Services today another minimum Reserve 
plan in the hope that we can break that parliamentary snarl. 
Instead of talking about the cook at the Russian Embassy, let 
us talk about the Russian MIG’s off the coast of Alaska which 
1 week ago tomorrow shot down in flames an American plane 
flying so close to American territory that it crash landed on the 
beach of an American island. The American people are willing 
to seize upon the prospect of one smiling Russian and ignore the 
American plane in flames because it is what they want to be- 
lieve—that things are going to be all right. 

There has been no argument here against the drafting of 
young men for service—the argument is whether we should 
extend the doctors draft to take in doctors who have not done 
any military service at all. These unorganized youths with no 
spokesmen are to be drafted. Then it is said that we can get 
the doctors under the regular draft. In every draft law that we 
have ever passed, we have placed a provision that no man shall 
be inducted until adequate housing and adequate medical care 
is available for him. Are we now going to say that we are going 
to take these young men into military service, go wherever the 
dictates of necessity may demand, and we are not going to carry 
out what we have done in the past to assure that they have the 
best of medical care available? Suppose you can get from the 
medical schools the number required, are you going to say that 
a young fellow who is out dealing with these horrible instru- 
ments of war, tanks, cannon, and guns, and whatnot, should his 
bones be broken in numerous places, that a man who has just 
completed his internship is going to doctor him, or are you going 
to say that he is going to have the best orthopedic surgeon that 
we can find at his disposal? This is just as simple and just as im- 
portant as that. These are crucial times. 

I have seen our Military Establishment go to pieces, but I 
hope not to see it again. 1 am sorry that a dispute has arisen 
between the chairmen of the two committees. I would have 
preferred to have discussed the doctors draft thoroughly on its 
merits. | would have agreed that the doctors draft is highly dis- 
criminatory and that it cannot be supported by reason and logic. 
It can only be supported because of the dire necessity that we 
must have the best of medical care when we draft the youth of 
the Nation and send them into service where they are subject 
to the dangers which exist. 
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Our laws have always provided for dependents of military 
personnel. It is traditional. We have all been alarmed in the 
recent past at our inability to retain career personnel, and we 
finally came to the conclusion that because we had been whit- 
tling away at the traditional benefits possessed by the military 
that we had lessened the attractiveness of a military career, and 
we have just begun to restore those traditional things when we 
are faced with this demand that they be eliminated. 

How many doctors are assigned to all of these activities other 
than the military and veterans? Cooks for the Russian Embassy, 
if you please, and Government employees? A total of 40. A total 
of 40 are assigned to that type of duty. Eliminate them all and 
you have eliminated no part of the necessity of the extension 
of the Draft Act. Are you going to cut out the dependency care 
in an action such as this? I am in favor of providing an alternate 
program for taking care of the dependents. I propose to see to 
it that we get something done about it. Let us go to a group of 
doctors in the United States who know more about this subject 
than any other doctors in the United States. They were repre- 
sented before our committee and the testimony appears at page 
2674, Dr. William B. Walsh. He said: 

I appear here today as president of the National Medical Veterans’ 
Society. I extend my gratitude on their behalf for your courtesy at similar 


hearings 2 years ago and at the opportunity to once again appear before 
this committee. 


The National Medical Veterans’ Society supports the extension of the 
doctor-draft law for another 2-year period. After much soul searching 
and the consideration of the needs put forth by the military, we have no 
alternative but to support this discriminatory legislation. 


He then explains the alternative for taking care of these 
dependents. Dependents consume, as the chairman has said, 800 
of the total military personnel; the vast majority of these doctors 
are required for the active-duty military personnel. We must 
extend the draft notwithstanding the smiling Molotov in Chicago 
and San Francisco. We dare not send the President of these 
United States to a summit conference with it known throughout 
the length and the breadth of the world that the Congress of 
the United States has weakened in its support of the military 
program of the United States. Are we going to send him to a 
conference at the summit with it known by others participating 
in that conference that he can get so basic a thing as adequate 
medical care only through the greatest of effort and the bitterest 
of debate. 

These things have plagued our Nation from the very begin- 
ning. Washington had them, so did Andy Jackson prior to the 
Battle of New Orleans; and again they plagued both sides after 
the first Battle of Bull Run, or the Battle of Manassas. And just 
before the Battle of Trenton, Thomas Paine wrote: 

These are the times that try men’s souls. The summer soldier and the 
sunshine patriot will, in this crisis, shrink from the service of their coun- 
try; but he that stands it now deserves the love and thanks of man and 
woman, 

That is where we stand here now when we are not in a 
shooting war and when we want to prevent a shooting war. 

Let us not be summer soldiers and sunshine patriots; let us 
adopt this conference report right now. 

Mr. MILLER of Nebraska. Under the rule the motion to re- 
commit is subject to amendment, and I have an amendment. 

THE SPEAKER. The gentleman from Georgia has moved the 
previous question on the motion to recommit. If the motion for 
the previous question is voted down the Chair will then recog- 
nize the gentleman from Nebraska to offer his amendment to 
the motion. 

The question is on ordering the previous question. 

The question was taken and on a division (demanded by Mr. 
Miller of Nebraska) there were—ayes !58, noes 80. 

Mr. Jupp. Mr. Speaker, I demand the yeas and nays on the 
motion ordering the previous question. 

The yeas and nays were refused. 

So the previous question was ordered. 

THE SPEAKER. The question is on the motion to recommit. 

Mr. Jupp. Mr. Speaker, on that I demand the yeas and nays. 

The yeas and nays were ordered. 
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The question was taken; and there were—yeas 171, nays 221, Hillings Mills Sheppard 
follows: Holmes Minshall Short 
not voting 42, as follows: Hope Morano Sieminski 
[Roll No. 99] Huddleston Moss j 
Ikard Murray, Iil. is 
ere Jarman Murray, Tenn. Smith, Miss. 
Abbitt Fallon Morgan Johnson, Calif. Norblad Spence 
Adair Fascell Multer Johnson, Wis. Norrell Springer 
Alexander Fenton Natcher Jones, Ala. O’Brien, Il. Steed 
Andersen, H. Carl Fino Nelson Karsten O'Neill Sullivan 
Andresen, August H. Flynt Nicho!son Kean Osmers Taber 
Ashmore Forrester O’Brien, N. Y. Keating Ostertag Taylor 
Bailey Fountain O'Hara, Il. Kelley, Pa. Patman Teague, Calif. 
Barden Frazier O'Hara, Minn. Kelly, N. Y. Perkins Teague, Tex. 
Barrett Friedel Passman Keogh Pfost Thomas 
Baumhart Garmatz Patterson Kilburn Pilcher Thompson, La. 
Beamer Gathings Pelly Kilday Pillion Thompson, N. J. 
Bell Gentry Philbin King, Pa. _ Poage Thompson, Tex. 
Bennett, Mich. Granahan Phillips Kirwan Poff Thompson, Wyo 
Bentley Gregory Powell Kluczynski Preston Thornberry 
Berry Gross Prouty Landrum Price Trimble 
Betts Harris ay Lanham Priest Tumulty 
Blatnik Harrison, Va. Reed, Iil. Lankford Rabaut Vanik 
Blitch Harvey Rees, Kans. Latham Radwan Van Zandt 
Bow Hays, Ohio Reuss Lesinski Rains Velde 
Bowler Hiestand Robeson, Va. McCarthy Reece, Tenn. Vinson 
Boyle Hill Robsion [sic], Ky. McConnell Rhodes, Ariz. Vursell 
Brown, Ohio Hinshaw Rogers, Colo. McCormack Rhodes, Pa. Walter 
Brownson Hoeven Rogers, Fla. McIntire Richards Wharton 
Broyhill Hoffman, IIl. Rogers, Tex. McMillan RiehIman Wickersham 
Budge Hoffman, Mich. Rutherford Macdonald Riley Wigglesworth 
Burdick Holifield Schenck Machrowicz Roberts Williams, N. Y. 
Burleson Holtzman Schwengel Magnuson Rodino Willis 
Burnside Hosmer Scudder: Mahon Rogers, Mass. Wilson, Calif. 
Byrd Hull Selden Mailliard Rooney Wilson, Ind. 
Byrne, Pa. Hyde Sheehan Marshall Roosevelt Winstead 
Cannon Jenkins Shuford Martin Sadlak Wolcott 
Carlyle Jennings Siler Merrow Saylor Wright 
Carrigg Jensen Simpson, Ul. Metcalf Scott Yates 
Cederberg Johansen Smith, Kans. Miller, Calif. Scrivner Zablocki 
Celler Jonas Smith, Va. Miller, Md. Seely-Brown Zelenko 
Chase Jones, Mo. Smith, Wis. Miller, N. Y. Shelley 
Chenoweth Jones, N. C. Staggers 
Chiperfield Judd Talle 
Christopher Kee Thompson, Mich. NOT VOTING—42 
Chudoff Kilgore Tollefson Bolton, Oliver P. Gubser Mack, Ill. 
Church King, Calif. Tuck Boykin Gwinn Meader 
Clark Klein Udall Buckley Henderson Morrison 
Colmer Lane Uu Canfield Holt Moulder 
Crumpacker LeCompte Van Pelt Chatham Horan Mumma 
Curtis, Mo. Lipscomb Vorys Davis, Terin, Jackson O’Konski 
Davidson Long Wainwright Dingell James Polk 
Davis, Ga. Lovre Watts Doyle Kearney Quigley 
Denton McCulloch Weaver Eberharter Kearns Reed, 
Dies McDonough Westland Ellsworth Knox Rivers 
Dollinger McDowell Whitten Frelinghuysen Knutson St. George 
Dolliver McVey Wier Gamble Krueger Scherer 
Donohue Mack, Wash. Williams, Miss. Gray Laird Simpson, Pa. 
Donovan Madden Williams, N. J. Green, Pa McGregor Widnall 
e Dorn, N. Y. Mason Withrow 
Dorn, S. C. Matthews Wolverton So the motion to recommit was rejected. 
Dowdy Miller, Nebr. Young ; é 
Techom Mollohan Younger The Clerk announced the following pairs: 
NAYS—221 On this vote: | 
Abernethy a —_— Mr. Moulder for, with Mr. Mack of Illinois against. 
Addonizio Bush Feighan Mr. McGregor for, with Mr. Buckley against. 
Albert Byrnes, Wis. Fernandez ' 
Alger Carnahan Fine General pairs: 
Allen, Calif. a a Mr. Morrison with Mrs. St. George. 
Mr. Polk with Mr. Simpson of Pennsylvania. 
Anfuso Cooley Fogarty Mr. Eberharter with Mr. Jackson. 
; Mr. Dingell with Mr. Holt. 
shley oope or 
Aspinall Corbett Fulton Mr. Quigley with Mr. Horan. 
Auchincloss Coudert Gary Mr. Chatham with Mr. Scherer. 
Avery Cramer Gavin Mr. Green of Pennsylvania with Mr. Ellsworth. 
Ayres Cretella George 
Baker Cunningham Gordon Mr. Gray with Mr. Gubser. 
Baldwin Curtis, Mass. Grant Mr. Rivers with Mr. Henderson. 
Bass, N. H. Dague Green, Oreg. 
Bass, Tenn. Davis, Wis Griffiths 
Bates Dawson, III. Hagen Mrs. Knutson with Mr. James. 
Becker Dawson, Utah Hale Mr. Doyle with Mr. Knox. 
Mr. Davis of Tennessee with Mr. Frelinghuysen. 
a sce nll Mr. Baker changed his vote from “yea” to “nay.” 
Bolling Devereux Hardy Mr. Mollohan changed his vote from “nay” to “yea.” 
Bolton, Frances P. Diggs Harrison, Nebr. 
Bonner Dixon Hays, Ark. The result of the vote was announced as above recorded. 
THE SPEAKER. The question is on the conference report. 
Brooks, La. Edmondson Herlong Mr. VINSON. Mr. Speaker, on that I ask for the yeas and nays. 
Brooks, Tex. Elliott Heselton 
Brown, Ga. Engle Hess The yeas and nays were ordered. 
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The question was taken, and there were—yeas 388, nays 5, 
answered “present” 1, not voting 40, as follows: 


Abbitt 
Abernethy 
Adair 
Addonizio 
Albert 
Alexander 


Allen, Ill. 
Andersen, H. Carl 


Andresen, August H. 


Andrews 
Anfuso 
Arends 
Ashley 
Ashmore 
Aspinall 
Auchincloss 
Avery 
Ayres 
Bailey 
Baker 


Bennett, Fla. 
Bennett, Mich. 
Bentley 

Berry 

Betts 

Blatnik 

Blitch 

Boggs 

Boland 
Bolling 
Bolton, Frances P. 


Brown, Ohio 
Brownson 
Broyhill 
Buchanan 
Budge 
Burdick 
Burleson 
Burnside 
Bush 

Byrd 
Byrne, Pa. 
Byrnes, Wis. 
Cannon 
Carlyle 
Carnahan 
Carrigg 
Cederberg 
Celler 
Chase 
Chelf 
Chenoweth 
Chiperfield 
Chudoft 


Cole 


Cretella 
Cunningham 
Curtis, Mass, 
Curtis, Mo. 
Dague 


[Roll No. 100] 
YEAS—388 
Davidson 


Dawson, Ill. 
Dawson, Utah 
Deane 
Delaney 
Dempsey 
Denton 
Derounian 
Devereux 
Dies 


Dollinger 


Edmondson 
Elliott 


Fernandez 
Fine 


Forrester 
Fountain 
Frazier 
Friedel 
Fulton 
Garmatz 
Gary 
Gathings 
Gavin 
Gentry 
George 
Gordon 


Harrison, Nebr, 
Harrison, Va. 
Harvey 

Hays, Ark. 
Hays, Ohio 
Hayworth 
Hébert 
Herlong 
Heselton 
Hess 
Hiestand 

Hill 


Hillings 
Hinshaw 
Hoeven 
Hoffman, IIl. 
Holifield 
Holmes 
Holtzman 
Hope 


smer 
Huddleston 
Hull 


Hyde 

Ikard 

Jarman 
Jenkins 
Jennings 
Jensen 
Johansen 
Johnson, Calif. 
Johnson, Wis. 
onas 

Jones, Ala. 
Jones, Mo. 
Jones, N.C. 
Judd 

Karsten 

Kean 
Keating 


ee 

Kelley, Pa. 
Kelly, N. Y. 
Keogh 
Kilburn 
Kilday 
Kilgore 
King, Calif, 
King, Pa. 
Kirwan 
Klein 
Kluczynski 
Laird 


Lanham 
Lankford 
Latham 
LeCompte 
Lesinski 
Lipscomb 
Lon 


Lovre 
McCarthy 
McConnell 
McCormack 
McCulloch 
McDonough 
McDowell 
McIntire 
McMillan 
McVey 
Macdonald 
Machrowicz 
Mack, Wash. 
Madden 
Magnuson 
Mahon 
Mailliard 
Marshall 
Martin 
Matthews 


Minshall 
Mollohan 
Morano 
Morgan 

Moss 

Multer 
Murray, IIl. 
Murray, Tenn, 
Natcher 
Nelson 
Nicholson 
Norblad 
Norrell 
O’Brien, Ill. 
O’Brien, N. Y. 


Patterson 


Pelly 
Perkins 
Pfost 
Philbin 
Phillips 
Pilcher 
Pillion 


Reed, Ill. 


Rhodes, Ariz. 
Rhodes, Pa. 
Richards 
RiehIman 
Riley 

Roberts 
Robeson, Va. 
Robison, Ky. 
Rodino 
Rogers, Colo, 
Rogers, Fla. 
Rogers, Mass, 
Rogers, Tex. 
Rooney 
Roosevelt 
Rutherford 
Sadlack 


Barden 
Crumpacker 


Bolton, Oliver P. 
Boykin 
Buckley 
Canfield 
Chatham 
Davis, Tenn. 
Dingell 

Doyle 
Eberharter 
Ellsworth 
Frelinghuysen 
Gamble 
Green, Pa. 
Gubser 
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Saylor Tuck 
Schenck Tumulty 
Schwengel Udall 
Scott Utt 
Scrivner Vanik 
Scudder Van Pelt 
Seely-Brown Van Zandt 
Selden Velde 
Sheehan Vinson 
Shelley Vorys 
Short Vursell 
Shuford Wainwright 
Sieminski Walter 
Sikes Watts 
Siler Weaver 
Simpson, Ill. Westland 
Sisk Wharton 
Smith, Miss. Whitten 
Smith, Va. Wickersham 
Smith, Wis, Widnall 
Spence Wier 
Springer Wigglesworth 
Staggers Williams, Miss. 
Steed Williams, N. J. 
Sullivan Williams, N. Y. 
Taber Willis 
Talle Wilson, Calif. 
Taylor Wilson, Ind. 
Teague, Calif. Winstead 
Teague, Tex. Withrow 
Thomas Wolcott 
Thompson, La. Wolverton 
Thompson, Mich. Wright 
Thompson, N. J. Yates 
Thompson, Tex. Young 
Thomson, Wyo. Younger 
Thornberry Zablocki 
Tollefson Zelenko 
Trimble 

NAYS—5 


Hoffman, Mich. Smith, Kans, 
Mason 


ANSWERED “PRESENT”’—1 


Christopher 
NOT VOTING—40 
Henderson Morrison 
Holt Moulder 
Horan Mumma 
Jackson O’Konski 
James Passman 
Kearney Polk 
Kearns Quigley 
Knox Reed, N. Y. 
Knutson Rivers 
Krueger St. George 
McGregor Scherer 
Mack, Ill. Sheppard 
Meader Simpson, Pa. 


So the conference report was agreed to. 
The Clerk announced the following pairs: 


On this vote: 


Mr. Mack of Illinois for, with Mr. McGregor against. 


General pairs: 


Mr. Morrison with Mr. Simpson of Pennsylvania. 
Mr. Doyle with Mr. Scherer. 

Mr. Moulder with Mrs. St. George. 

Mr. Buckley with Mr. Frelinghuysen. 

Mr. Green of Pennsylvania with Mr. Ellsworth. 
Mr. Chatham with Mr. Horan. 

Mr. Boykin with Mr. Holt. 

Mr. Rivers with Mr. Jackson, 

Mr. Polk with Mr. James. 

Mr. Passman with Mr. Knox. 

Mr. Eberharter with Mr. Kearney. 

Mr. Quigley with Mr. Kearns. 

Mr. Dingell with Mr. Henderson. 

Mr. Davis of Tennessee with Mr. Gamble. 

Mr. Sheppard with Mr. Gubser. 

Mrs. Knutson with Mr. Canfield. 


Mr. Barrett changed his vote from “nay” to “yea.” 

Mr. Christopher changed his vote from “yea” to “present.” 
The result of the vote was announced as above recorded. 
A motion to reconsider was laid on the table. 


Davis, Ga. Poage 
Davis, Wis. Poff 
Powell 
Preston 
Price 
Alger Priest 
Allen, Calif. Prouty 
Radwan 
Rains 
Ray 
Diggs Reece, Tenn. 
Dixon 
Dodd Rees, Kans. 
Reuss 
Dolliver 
Dondero 
Donohue 
Donovan 
Dorn, N. Y. 
wera, 3. 
Baldwin Dowdy 
Barrett Durham 
Bass, N. H. 
Bass, Tenn, 
Bates Engle 
Baumhart Evins 
Beamer Fallon 
Becker Fascell 
Belcher Feighan 
Bell Fenton 
Landrum 
Fino Lane 
Fisher 
Floo 
Flood 
5 Flynt 
Fogarty 
> Forand 
Ford 
Bonner 
Bosch 
Bow 
Bowler 
Boyle 
Bray 
Brooks, La. 
Brooks, Tex. 
Brown, Ga. 
Granahan 
Grant 
Gray 
Green, Oreg. 
Gregory 
Griffiths 
Gross 
Gwinn 
Hagen Merrow Po 
Hale Metcalf 
Haley Miller, Calif. ee 
Halleck Miller, Md. 
Hand Miller, Nebr. 
Harden Miller, N. Y. 
Hardy Mills 
Harris 
Church 
Clark 
Clevenger 
Colmer 
Cooley 
Coon 
Cooper 
Corbett 
Coudert O’ Hara, Ill. 
Cramer O’ Hara, Minn, 
O'Neill 
Osmers 
Ostertag 
Patman 
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Abdominal Pregnancy with Living Baby: 16 mm., color, sound, showing 
time 15 minutes. Prepared in 1954 by and procurable on loan from Milton 
L. McCall, M.D., 1542 Tulane Ave., New Orleans 12. 


The purpose of this film is to depict an abdominal pregnancy 
with the delivery of a full-term infant and to demonstrate the 
procedures used in diagnosis. The patient had had four previous 
laparctomies, two for pelvic disease and two for intestinal ob- 
struction. Partial intestinal obstruction was present during this 
pregnancy. The diagnostic procedures, including history, pelvic 
examination, abdominal x-rays, hysterosalpingography, and 
tocography, are shown and the relative importance of each one 
emphasized. Laparotomy with delivery of a living normal full- 
term infant is shown. The placenta attached to the “roof” of a 
frozen pelvis is visualized and is allowed to remain in situ. The 
abdomen is closed without drainage. The results of endocrine 
assays of chorionic gonadotrophins and _follicle-stimulating 
hormone are charted, and the points important in the safe man- 
agement of abdominal pregnancy are reiterated. In general, the 
surgical sequence is good. It is difficult to assimilate the infor- 
mation presented on the tocograph, mainly because the lettering 
is too small and the graph includes too many data to be read 
in a short period of time. The photography is excellent, and 
the film will be of interest, particularly for its teaching value. 
It is recommended for showing to general practitioners. 


Lymphomas and Leukemias: 16 mm., color, sound, showing time 54 
minutes. Prepared by Alfred Gellhorn, M.D., Edith Sproul, M.D., Ruth 
Guttman, M.D., Columbia University; and George Hyman, M.D., Francis 
Delafield Hospital, New York. Produced in 1954 by and procurable on 
loan from American Cancer Society, 521 W. 57th St., New York 19. 


This film is a Kinescope of a program that was originally 
presented by closed-circuit television. The emphasis is on the 
aspects of clinical and pathological diagnosis. The technique 
and use of bone marrow aspiration are presented. The indica- 
tions for radiotherapy and chemotherapy are discussed, and 
appropriate case material is used to illustrate therapeutic regi- 
mens. This film offers a great deal of essentially valuable infor- 
mation on the subject of lymphomas and leukemias; however, 
there are a few relatively minor criticisms. One could criticize 
the discussion of lymphomas, including lymphosarcoma and 
Hodgkin’s disease, as a whole, as if they were essentially iden- 
tical entities. There is not enough emphasis on the individuality 
of these two conditions. A serious shortcoming is that no refer- 
ence is made to the advisability of considering surgical removal 
of early lesions, which in the opinion of many authorities on 
the subject is definitely indicated and may be a significant factor 
in the prolongation of life. In the discussion of the therapy of 
lymphomas, as well as of leukemias, in their late stages, trans- 
fusion reactions are considered an unavoidable evil. No refer- 
ence is made to the fact that in most instances these transfusion 
reactions can be avoided by the use of packed or resuspended 
red blood cells after removal of the plasma. In the experience 
of many investigators this procedure has eliminated all or at 
least most transfusion reactions. The color qualities of the 
gross pathological specimens demonstrated are very inferior, 
and some actually make the demonstration of these specimens 
completely valueless. The value of the presentation is reduced 
by the participants’ speaking in monotones. In general, the 
picture is good and is suitable for medical society meetings and 
hospital staff conferences. 


Tobacco and the Human Body: 16 mm., black and white, sound, show- 
ing time 15 minutes. Educational collaborators: C. A. Mills, M.D., Uni- 
versity of Cincinnati and Klaus R. Unna, M.D., University of Illinois. 
Produced in 1953 by and procurable on rental ($2.50) or purchase ($62.50) 
from Encyclopaedia Britannica Films, Inc., 1150 Wilmette Ave., Wil- 
mette, Ili. 


This film is a report on the scientific results of modern re- 
search evaluating the effects of the use of tobacco. It analyzes 
the contents of tobacco smoke, demonstrates some of the physi- 
ological effects of smoking, and sums up the factors to be 
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considered {n deciding whether to smoke. This is an attractive, 
well-planned film, and the pictures showing laboratory activities 
are natural and plausible. In general, the part dealing with the 
innervation of the heart is very confusing, largely because the 
innervation of the heart and its interaction with the blood 
vessels are simply too complicated to dispose of in a few 
minutes. The narration and pictures relating to carbon monoxide 
are commendable for their clarity and moderation. Pictures of 
a rabbit’s heart are somewhat confusing, since it is difficult to 
determine just when the slowing and speeding up of the heart 
are ascribed to the nicotine. The amount of nicotine needed to 
cause convulsions should also have been mentioned. In general, 
this film is recommended for showing to high school students 
with a good discussion leader. 


Gait: 16 mm., color, sound, showing time 33 minutes. Produced in 
1953 by the Imperial Chemical Industries Film Unit at the National 
Hospital, Queen Square, London, England, by Dr. E. A. Carmichael 
assisted by Miss R. M. Hern, F.C.S.P. Procurable on loan from Imperial 
Chemical Industries (New York) Ltd., Film Library, 521 Fifth Ave., 
New York 17. 


This is an excellent film that explains in simple terms the 
mechanisms involved in various types of abnormality of gait 
and then demonstrates typical examples of such abnormalities. 
Explanations are clear, and the narrator has been careful to 
avoid complex terms. The narrator employs a colored diagram 
and a pointer to show the brain, spinal cord, peripheral nerve, 
and muscle; to demonstrate the nerve pathways and innervation 
of the muscle; and to point out and explain where various types 
of lesions occur. After an explanation of the location of a 
certain lesion, the gait of a person having such a lesion is 
demonstrated carefully. The selection of cases is excellent, and 
by good photography, including close-up views and views from 
beneath the patient, who is walking across a glass surface, every 
detail is well shown. Abnormalities of gait occurring in primary 
disease of the muscle, in lesions of peripheral nerves, in damage 
to the spinal cord, in disturbances of the pyramidal tract, in 
defects of sensation and in cerebellar disturbances, as well as 
certain additional abnormal movements, are demonstrated care- 
fully. There is of necessity some lack of detail in demonstrating 
all the abnormalities occurring in the gait of a patient having 
poliomyelitis, but the major abnormalities have been well shown. 
As this presentation does not go into any great detail regarding 
gait training or the correction of abnormalities of locomotion, 
“Basic Aspects of Abnormalities of Gait from a Neurologic 
Standpoint” might have been more appropriate as a title. The 
colored photography is of excellent quality, and the narration 
is very well done. The subject is so clearly presented in such 
simple terms that the film can be used profitably for instruction 
of a wide range of students, including nurses, physical therapists, 
occupational therapists, undergraduate medical students, and 
graduate students of medicine. One neurologist who viewed it 
commented that even well-trained neurologists would enjoy 
seeing this film. 


Tetralogy of Fallot and Its Surgical Treatment: 16 mm., color, sound, 
showing time 32 minutes. Prepared by John C. Jones, M.D., University 
of Southern California. Produced in 1955 by Billy Burke Productions, 
Hollywood, Calif., for and procurable on loan from E, R. Squibb & Sons, 
745 Fifth Ave., New York 22. ; 


This film presents cyanosed children in whom a diagnosis of 
tetralogy of Fallot has been made. The symptoms and physical 
signs of this condition are presented in detail. Through a series 
of excellent drawings, the embryologic development of the heart 
is presented, as well as the blood flow through the heart, both 
in the normal patient and in the presence of tetralogy of Fallot. 
Two types of shunting operations (Blalock-Taussig and Potts- 
Smith) are illustrated by excellent drawings and by photography 
during surgery. The children are then shown as active convales- 
cents, much improved in general condition. The general organi- 
zation, narration, and presentation of this film are outstanding. 
The photography is very well done. This excellent teaching film 
is highly recommended to residents in thoracic surgery and any 
physicians concerned with the diagnosis and treatment of heart 
disease. 
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Precautions in the Use of Cortisone for Treatment of Rheu- 
matic Diseases. L. E. Ward. Minnesota Med. 38:304-308 and 
322 (May) 1955 [St. Paul]. 


The use of cortisone and related hormones, such as hydro- 
cortisone, 1-dehydrocortisone (metacortandracin) and cortico- 
tropin (ACTH) in the treatment of rheumatic diseases must be 
attended by certain precautions that can be divided into three 
categories: (1) selection of the proper disease for treatment, 
(2) selection of the proper patient having one of these diseases, 
and (3) selection of proper dosage and attention to other details 
of management in the course of treatment. Cortisone or related 
hormones are indicated in rheumatoid arthritis and its variants, 
acute rheumatic fever, systemic lupus erythematosus, and peri- 
arteritis nodosa. Cortisone occasionally may be helpful, but its 
systemic administration is usually not indicated, in arthritis of 
hypersensitivity states, acute gouty arthritis, acute nonspecific 
bursitis, tendinitis, and the shoulder-hand syndrome. In this 
group of diseases other and simpler measures ordinarily suffice. 
Cortisone or related hormones should not be given for specific 
infectious (septic) arthritis, osteoarthritis, primary fibrositis, and 
psychogenic rheumatism. Absolyte contraindications to pro- 
longed use of the hormones are psychoses, adrenal cortical hyper- 
function (Cushing’s syndrome), tuberculosis, and acute polio- 
myelitis. Relative contraindications include renal and cardio- 
vascular insufficiency, peptic ulcer, psychoneuroses, Osteoporosis, 
diabetes mellitus, convulsive disorders, and certain severe inter- 
current infections. The objective in the treatment of rheumatoid 
arthritis with cortisone or related hormones should be to achieve 
as much antirheumatic effect as possible without producing 
hypercortisonism. Experience suggests that daily doses for pro- 
longed treatment should not exceed the following limits: for 
men, 50 to 60 mg.; for postmenopausal women, 30 to 35 mg.; 
and for other women, 40 mg. For acute, self-limited, but poten- 
tially damaging diseases, such as rheumatic fever, relatively 
large doses are used to produce quick suppression of the inflam- 
matory reaction; then a gradually lowered but completely sup- 
pressive dose is maintained for the relatively brief course of 
the disease. Dosage and duration of treatment should be adjusted 
to the needs of the individual patient. For subacute and chronic 
diseases presenting occasional acute potentially fatal exacerba- 
tions, such as systemic lupus erythematosus, doses of 300 to 
1,000 mg. or more per day may be given during the acute stage. 
Subsequently the dose is decreased, so that during the chronic 
stage little or no hormone is given. The pituitary-adrenal cortical 
mechanism is inhibited by long-term treatment with cortisone 
or corticotropin and, therefore, it cannot react normally to pro- 
duce increased quantities of needed adrenal cortical hormones 
in case of stress. Thus in order to prevent the serious conse- 
quences of adrenal cortical insufficiency in severe stress, such 
as major surgical intervention, serious injury or severe inter- 
current infection, sufficient additional hormone must be given. 
A patient treated with cortisone or related hormones should 
carry a card similar to that carried by a diabetic to inform those 
who might care for him in an emergency that special care and 
additional doses of hormone may be required. 


The place of publication of the periodicals appears in brackets preceding 
each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.”” Periodical files cover 
1946 to date only, and no photoduplication services are available. No 
charge is made to members, but the fee for others is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for lending but can be 
supplied on purchase order. Reprints as a rule are the property of authors 
and can be obtained for permanent possession only from them, 


Hypertrophic Muscular Dystrophy Associated with Acquired 
Thyroid Insufficiency in Adults. R. Picard, J. Horeau, J. Kerneis 
and others. Semaine hép. Paris 31:1553-1555 (May 2) 1955 (In 
French) [Paris, France]. 


A 57-year-old man with hypertrophic muscular dystrophy and 
thyroid insufficiency was found to have greatly overdeveloped 
muscles in the legs, with induration, pain, and mechanical myo- 
tonia. His basal metabolism rate was -29%. Electrical testing 
showed a myotonic reaction and hypoexcitability. The amounts 
of alkaline phosphatase, creatinine, and cholinesterase in the 
blood were slightly below normal. With thyroid replacement 
therapy, muscular pain and hypertrophy diminished and the 
patient’s myxedematous syndrome was improved. Such a double 
response to thyroid therapy was also encountered in 12 of 15 
cases reported in the literature. In two instances this therapy 
was not administered, and in one it was unsuccessful, but that 
patient had congenital myopathy with associated myxedema. 
The authors’ patient died from fulminating bronchopneumonia. 
Autopsy revealed lesions in the thyroid gland, but none in the 
diencephalon. The fibers taken from striated muscles in the 
affected regions showed great diversity of size, and there was 
a slight increase in the nuclei of the sarcolemma. That the 
hypertrophic myopathy with myotonia stems from the thyroid 
insufficiency present in such patients, or from some common 
antecedent of both disorders, seems an unavoidable conclusion 
in view of the therapeutic results obtained with replacement 
treatment; however, the exact relationship of the two diseases 
is unknown. 


Smoking and Chewing of Tobacco in Relation to Cancer of the 
Upper Alimentary Tract. L. D. Sanghvi, K. C. M. Rao and 
V. R. Khanolkar. Brit. M. J. 1:1111-1114 (May 7) 1955 |Lon- 
don, England]. 


The 1,125 men and 335 women who attended the cancer clinic 
of the Tata Memorial Hospital in Bombay, India, between 1952 
and 1954, were questioned regarding their chewing and smok- 
ing habits in relation to cancer of the upper alimentary tract. 
Of the 1,460 patients, 400 were referred to the cancer clinic 
for a check-up but did not show any evidence of neoplastic 
disease and served as controls. Of the remaining 1,060 patients, 
840 had cancer of the upper alimentary tract and 220 had 
cancer in other organs. Of the 840 patients with cancer of the 
upper alimentary tract 119 had cancer of the buccal mucosa 
(group 1), 170 cancer of the anterior portion of the tongue, 
alveolus, palate, lip, and floor of the mouth (group 2), 102 of 
the esophagus (group 3), 152 of the hypopharynx (group 4), 
203 of the base of the tongue (group 5), and 94 of the oro- 
pharynx (group 6). The smoking and chewing habits of both 
men and women in the control group were similar to those of 
the 220 patients with cancer in organs other than the upper 
alimentary tract. Women with cancer of the upper alimentary 
tract showed a higher incidence of smoking and about two and 
a half times the incidence of chewing compared with, the con- 
trol group. In men the results were more striking in that several 
gradients were observed in the incidence of habits among the 
different types of cancer. The habit of chewing was associated 
with cancer of the oral cavity (group 1 and 2); the combined 
habit of smoking and chewing was associated with cancer of 
the hypopharynx and base of the tongue (group 4 and 5); and 
only smoking was associated with cancer of the esophagus and 
oropharynx (group 3 and 6). Of the persons who smoked, 88.7% 
smoked bidis, the Indian form of cigarette. The percentage of 
smokers and the average number of bidis smoked showed a 
similar trend in all groups. These results indicate that tobacco 
may be one of the environmental factors for a large number 
of patients with cancer of the upper alimentary tract observed 
at the Tata Memorial Hospital. The habit of chewing tobacco 
and the associated types of cancer lead to an assumption ot 
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the existence of a substance or substances in tobacco that may 
initiate or promote the production of cancer at the sites of 
prolonged contact. 


Hexamethonium, Hydralazine, and Rauwolfia Serpentina Ther- 
apy in Hypertension. M. Markowitz, J. V. Koik, F. K. Hick and 
R. L. Grissom. Am. J. M. Sc, 229:486-495 (May) 1955 [Phila- 
delphia}. 


In order to evaluate the effect of hexamethonium, hydral- 
azine, and Rauwolfia serpentina in patients with hypertensive 
vascular disease of varying degrees of severity, a clinic for hyper- 
tensives was begun by Markowitz and co-workers three years 
ago. This communication is concerned with the results of 
therapy in 66 patients. No patient was selected for study unless 
his diastolic pressure was consistently above 100 mm. Hg. 
Patients with a known history of primary renal disease or an 
initial nonprotein nitrogen above 70 mg. per 100 cc. were ex- 
cluded. The patients selected for treatment were divided into 
four groups. The group | patients, who had mild hypertensive 
vascular disease, were treated with Rauwolfia serpentina alone. 
The patients of group 2 were given hexamethonium alone, or 
in combination with hydralazine and Rauwolfia serpentina. All 
but one of the group 2 patients had a fixed hypertension as well 
as organic changes in the heart, kidneys, and optic fundi. Group 
3 patients with “malignant” hypertension were treated with 
hexamethonium, hydralazine, and Rauwolfia serpentina. The 
finding of papilledema was considered diagnostic of “malignant” 
hypertension. Group 4 included 12 patients previously treated 
by sympathectomy, whose diastolic hypertension persisted even 
in the standing position. These patients were treated with vera- 
trum, hexamethonium, and Rauwolfia serpentina singly or in 
combination. The patients in all of the groups were seen in the 
outpatient clinic at frequent intervals. The blood pressure was 
recorded at each visit in the reclining, sitting, and standing posi- 
tions. Of 26 patients with benign hypertensive vascular disease 
treated with Rauwolfia serpentina alone for an average of 10.5 
months, 14 achieved a reduction in diastolic pressure of 15 mm. 
Hg or inore. Nineteen patients with severe hypertensive vascu- 
lar disease, treated with hexamethonium, hydralazine, and Rau- 
wolfia serpentina for an average of 14 months achieved an 
average reduction in blood pressure (standing) of 45 mm. Hg 
systolic and 25 mm. Hg diastolic. Thirteen patients with “malig- 
nant” hypertension were treated with hexamethonium, hydral- 
azine, and Rauwolfia serpentina. Of the six patients still living, 
five are white females who had a near normal nonprotein nitro- 
gen initially. All four Negro males in this group died. Hexa- 
methonium proved difficult to use due to repeated episodes of 
syncope. In 66 patients of all types, there have been 10 deaths. 
While therapy is drastic in many of the patients, and reduction 
of blood pressure worsened the clinical well-being of some pa- 
tients, certain dramatic improvements were obtained, including 
the reversal of papilledema. 


Hypertensive Ischemic Leg Ulcer. E. J. Orbach. Angiology 
6:153-161 (April) 1955 |Baltimore}. 


Orbach presents the histories of two patients, both 59-year- 
old women, who had ischemic leg ulcers, which had some, 
although not all, of the features of an entity first described by 
Martorell in 1945. The location of the typical ulcer is the area 
above the external malleolus, especially at the border of the 
middle and lower third of the leg. Usually but not always the 
ulcerations are symmetrical. Sometimes there is a pigmented 
area, Or a scar On one leg and an ulceration on the other. The 
ulcer either starts as a small purple spot, which breaks down, 
or follows a slight injury. It lacks induration of the margins, is 
painful and resistant to treatment, and may persist for weeks, 
months, or even years. These ulcers occur mostly in women. 
There is always severe hypertension, and so the term “hyper- 
tensive ischemic ulcer” has been applied to the condition. Histo- 
logically the lesion is usually characterized by subendothelial 
hyalinosis of the arterioles, which leads to stenosis of the lumen, 
but the author believes that the syndrome is a clinical rather 
than a pathological entity. Treatment should be conservative, 
at least in the beginning. Sympathectomy might be advisable 
for the existing hypertension, but not for the ulcer alone. The 
ganglion-blocking agent hexamethonium, which, in addition to a 
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hypotensive effect, also produces peripheral vasodilatation, 
theoretically appears to be a specific drug for the therapy of 
hypertensive ischemic ulcers. Locally, the enzymes Varidase and 
Tryptar produce a medical débridement of the ulcers. Antibiotic 
agents help to eliminate infection, if the specific antibiotic can 
be found by bacteriological sensitivity tests. Wound healing may 
be promoted by incorporation of hyaluronidase, which reduces 
tissue tension and increases the spread of tissue fluid. Minor 
surgical procedures consist in minute radiary incisions of the 
wound margin or in careful scarification of the skin-wound- 
borders with the tip of the scalpel. The wounds should be 
covered. Sponge rubber incorporated into a supportive bandage, 
which reaches from the metatarsal region up to the area below 
the knee, will keep the patient ambulatory. If under this treat- 
ment the ulcer should not heal within a reasonable time, ex- 
cision of the ulcer down to the muscle tissue and skin grafting 
should be done. As a preventive measure patients with severe 
hypertension should be cautioned to avoid mechanical and 
thermal injuries to their legs, in the same manner as are diabetic 
and arteriosclerotic patients. Application of excessive cold and 
heat, such as ice bags and heating pads, should be forbidden. 
Superficial wounds and abrasions should be cleansed and pro- 
tected by bandages. 


Response of Patients with Leukemia to 8-Azaguanine. J. Colsky, 
L. E. Meiselas, S. J. Rosen and I. Schulman. Blood 10:482- 
492 (May) 1955 |New York]. 


The authors used 8-azaguanine, a compound closely resem- 
bling guanine in chemical structure, in the treatment of four 
patients with acute leukemia, one with chronic lymphatic leu- 
kemia, and one with lymphosarcoma. The drug had a marked 
retarding effect on the leukemic process in three of four patients 
with acute leukemia. In one patient with chronic lymphatic 
leukemia and in one patient with lymphosarcoma, regression of 
lymphadenopathy and hepatosplenomegaly resulted, but no 
change in the hematological status occurred. Undesirable derma- 
tological reactions and development of nausea and vomiting 
limited the amount of this drug that could be administered to 
the individual patient. Cortisone administered concomitantly 
with 8-azaguanine did not prevent the dermatitis. A study of 
the effect of combinations of 8-azaguanine with other antineo- 
plastic drugs or with guanase inhibitors in the treatment of 
human leukemia is warranted. 


Results Obtained with Total Extract of Brassica Oleracea L. in 
Treatment of Gastroduodenal Ulcer. C. Grugni. Minerva chir. 
10:242-247 (March 31) 1955 (In Italian) [Turin, Italy]. 


“Cabagin,” the dehydrated total juice of Brassica oleracea L. 
(a cabbage variety), was used in the treatment of 23 patients, 
7 of whom had gastric ulcer, 12 duodenal ulcer, and 2 gastro- 
duodenitis without ulcers. The patients received two capsules 
of the drug at each meal without any side-effects, but the daily 
dose was reduced to four capsules for a few patients who had 
lost their appetite. The therapy was continued for about 20 
days, and the patients were kept on the same diet they had been 
receiving with the exception of alcohol, coffee, and tobacco, 
which were not allowed. The drug greatly benefited the subjec- 
tive symptoms—heartburn, pain, and aerophagy—in most of 
the patients, but it produced only slight changes in the gastric 
peristalsis and the acidity of the secretion. The posttreatment 
roentgenograms of 10 patients showed marked improvement in 
5, with reduction of the niche in some and disappearance of 
the indirect signs of the ulcer and normalization of the gastric 
motility in others. Surgical intervention was required in the 
patients who did not respond to this therapy. They were found 
to have ulcers of long standing, and the marked alterations in 
the gastric walls explained the failure of the drug. The author 
states that Cabagin exerts a protective action on the mucosa 
by supplying it with those principles that are capable of restor- 
ing the mucosa’s natural resistance to the digestive action of 
the gastric juice. Although his experience with Cabagin has been 
limited, he believes that it is valuable in the treatment of ulcer. 
Generally, if the ulcer involves only the mucosa, good results 
can be obtained in 15 days, but in deeper ulcers they can be 
seen only after prolonged and repeated courses. 
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Cortisone in the Treatment of Infectious Hepatitis. T. E. Huber 
and A. T. Wiley. Ann. Int. Med, 42:1011-1025 (May) 1955 
|Lancaster, Pa.}. 


The use of cortisone in the treatment of infectious hepatitis 
was based on its stimulating effect on the appetite. The authors 
present the data assembled during a period of 17 months when 
over 200 patients with infectious hepatitis were treated in the 
Army Hospital in Yokohama, Japan. Excluding possible serum 
hepatitis and other liver diseases, and using as a base line an 
icterus index of 25 units, the patients were divided into two 
groups, One receiving cortisone and the other one serving as a 
control group. Of those receiving cortisone alternate patients 
were given the drug by the oral and the parenteral route. There 
seemed to be no advantage of the oral form of cortisone therapy 
over the parenteral form, or vice versa. Treatment with corti- 
sone caused a more rapid clearing of jaundice, as measured by 
the average icterus index and serum bilirubin levels, than 
occurred in the controls. It caused a more rapid return of the 
appetite, and the patients treated with it consumed more food, 
and it caused a greater gain in weight than in the controls. The 
bromsulphalein test in the cortisone-treated patients returned to 
normal faster than in the controls. The patients treated with 
cortisone got well faster than did the controls. The authors be- 
lieve that cortisone is of definite value in the treatment of hepa- 
titis. They do not, however, recommend the use of so potent a 
drug in the routine therapy of hepatitis, but believe that it should 
be of great value in those patients with hepatitis who do not 
respond to conventional treatment. 


Control of Diabetes and Other Features of Acromegaly Follow- 
ing Treatment with Estrogens. E. P. McCullagh, J. C. Beck, and 
C. A. Schaffenburg. Diabetes 4:13-23 (Jan.-Feb.) 1955 [New 
York}. 


In six women, ranging in age from 24 to 54 years the signs 
and symptoms of acromegaly had been present for 1 to 16 
years prior to this study. They had all initially received stil- 
bestrol in gradually increasing doses until a maintenance dose 
varying between 10 and 60 mg. daily was reached. The two 
patients who manifested intolerance to this drug were given 
ethinyl estradiol in doses increasing, from 0.15 to 5.0 mg. 
daily. All these women were treated as outpatients. The large 
doses of estrogens resulted in clinical improvement in all six 
patients. The five patients with abnormal glucose tolerance 
curves showed reversal to normal or nearly normal values. One 
showed a persistently decreased tolerance during therapy, which 
was improved, though not completely corrected, by increasing 
the dosage of estrogens. All patients showed a sustained fall in 
serum phosphorus levels during estrogen administration. In one 
the basal metabolic rate fell gradually to normal. In the five in 
whom hand volumes were observed a decrease occurred with 
estrogenic therapy, confirming the regression of acromegalic 
features. Arterial hypertension appeared to be unaffected by 
this treatment. The effects observed are believed to be due to 
inhibition of the production of growth hormone and possibly 
other closely related substances. 


Hepatic Coma: Physiopathology and Treatment with Glutamic 
Acid. R. Cachera. Semaine hop. Paris 31:1542-1552 (May 2) 
1955 (In French) |Paris, France}. 

Hepatic coma has two principal causes: severe acute hepatitis 
and cirrhoses of various types. The common denominator in 
cases of hepatic coma is neither causation, specific hepatic 
lesions, nor definite alterations in the central nervous system. 
Certain biochemical anomalies are the subject of current re- 
search: the intervention of toxic substances, electrolyte and 
acid-base disturbances, disorders of glucose metabolism, and 
those of nitrogen metabolism, especially of ammonia. Of the 
author’s 11 patients with deep coma complicating cirrhosis of 
the liver, the disease was alcoholic in nine, postnecrotic macro- 
nodular in one, and of unknown cause in one. The comas were 
of two kinds: deferred posthemorrhagic coma following major 
hemorrhages from the digestive tract in four of the cirrhotic 
patients, and pure hepatic coma in seven. Treatment of the 
coma in the former group was successful in all patients, but 
three died 10 to 45 days later as the result of progressive 
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complications of the cirrhosis. In the latter group, two patients 
recovered, but the others did not respond to treatment and 
died. The author stresses the necessity of using combined therapy 
in hepatic coma. Cortisone injections should be given along 
with the glutamate. Antibiotics, correction of electrolyte im- 
balances (especially hypokaliemia), and copious infusions of 
dextrose are good adjuvants. Hepatic coma no longer presents 
a necessarily fatal prognosis. 


The Problem of Malignant Disease in the Elderly, S. Cade. 
Practitioner 174:550-555 (May) 1955 [London, England]. 


The author discusses the treatment in elderly persons of 
cancer of the breast, colon and rectum, esophagus, tongue and 
mouth, and urinary bladder, and of reticulum-cell sarcomas. In 
general, palliation assumes a more important role than it does in 
younger patients, since long survival time is less interesting to 
the geriatric patient than is relief from symptoms. To formulate 
a policy it is necessary to regard cancer in the aged as acute or 
chronic. The disease falls into two groups: the urgent, in which 
treatment is an emergency measure, and the “cold,” in which 
treatment may be performed in stages. The urgent or acute 
case may be early and localized or advanced and disseminated, 
but is always such that nonintervention will lead to death within 
a few days. Examples of such cases are acute intestinal obstruc- 
tion from cancer of the intestine, abscess in the lung from cancer 
of the bronchus or esophagus, hematemesis from cancer of the 
stomach, or uremia from involvement of the ureters. The patient 
with acute cancer always remains an individual problem and, 
except in patients with intestinal obstruction, treatment should 
be symptomatic and the simplest possible. It is the chronic case 
that requires great judgment in management and a revision of 
treatment from time to time. Repeated treatments for the rest 
of the patient’s life may be necessary. Palliation comprises the 
methods of treatment directed to the tumor itself, remedies for 
alleviation of symptoms, dieting, the care of open lesions, and 
control of discharge or bleeding. 


Common Clinical Errors in the Care of the Elderly. F. D. 
Zeman. Practitioner 174:556-561 (May) 1955 {London, Eng- 
land]. 


There are four principal sources of error in the diagnosis and 
treatment of elderly persons. First, a defeatist attitude on the 
part of the physician examining or treating an aged person can 
induce in him a harmful laissez-faire policy. Stereotyped diag- 
nostic thinking tends to narrow the possibilities in old people to 
arteriosclerotic heart disease, cerebral arteriosclerosis, and 
chronic arthritis, and the physician may overlook remediable 
conditions that can be detected only by careful clinical and 
laboratory studies, or even clinically obvious disorders. Mistaken 
therapy in elderly persons in commonly practiced. Oversedation, 
unwarranted delaying of operations, or withholding of medica- 
ments, and failure to apply even the simplest psychotherapy are 
the commonest errors. Finally, the altered reactions of the aged 
to disease may yield atypical clinical findings. In order to avoid 
errors in the management of elderly patients, certain general 
suggestions can be made. The patient’s individual background 
and personal problems must be understood. Social maladjust- 
ments may present themselves in the form of bizarre symptoms. 
The aged patient’s good sense should never be underestimated, 
and full attention should be given to all his complaints. With 
age there comes a tendency to accept pain and discomfort as 
inevitable. Each patient must be examined thoroughly, since 
minor lesions are often disclosed which are remediable and 
which may cause more discomfort to the patient than serious 
disorders. It is the physician’s task to see that preventive meas- 
ures against household accidents are taken for the benefit of 
older people so that unnecessary suffering may be avoided. 


Dangers of Inactivity During Automobile Travel. A. Soffer. 
Am. J. M. Sc. 229:475-476 (May) 1955 |Philadelphia]. 


Soffer presents the case of a 72-year old woman, who had 
enjoyed excellent health. Physical examination previous to a 
trip to Florida disclosed no abnormalities. This trip was made 
by bus and required about 68 hours. The bus stopped at meal- 
times and for a rest period of 15 to 20 minutes between meals. 
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The patient slept on the bus for each of the three nights of the 
trip. Toward the end of the trip the patient noted pronounced 
edema of both lower extremities from the knee to the ankle. 
After a few days of rest, the patient returned by bus. Slight 
swelling of the legs persisted on arrival at home. Three days 
later, the patient had a grand mal convulsion, and two other 
severe tonic clonic grand mal convulsions occurred within the 
next 18 hours and were associated with emesis and followed 
by transient disorientation. The patient was hospitalized. Upon 
bed rest the edema of the lower extremities disappeared and 
the patient was made ambulatory in a few days. Since hospital- 
ization and in the past 15 months the patient has experienced no 
neurological symptoms and no edema of the lower extremities. 
Peripheral vascular stasis followed by transient cerebral ischemia 
was the inciting cause of the grand mal convulsions. What oc- 
curred here, in an exaggerated form, is related to the cerebral 
ischemia (syncopal attacks) that occurs secondary to any perma- 
nent or transient state that permits excess pooling of blood in 
the lower extremities. In the author’s case the efficiency of venous 
return reappeared when the patient was placed in the supine 
position for the first few critical days and then permitted to 
become ambulatory. A number of instances of thrombosis of 
the deep leg veins due to long automobile rides have been re- 
ported. Pulmonary embolization has been known to follow the 
appearance of the venous thrombosis. It is urgently recom- 
mended that automobile drivers and passengers make frequent 
stops to permit maximum motion of the legs. In the older age 
groups, precautionary measures during prolonged automobile 
trips should include leg bindings, and if edema appears, the trip 
must be interrupted to permit rest in the supine position. 


Aldosterone—A Review. R. Gaunt, A. A. Renzi and J. J. Chart. 
J. Clin. Endocrinol. 15:621-646 (May) 1955 [Springfield, IIl.]. 


Aldosterone, a specific crystalline component of the “amor- 
phous fraction” of adrenal extract recently isolated under the 
name of electrocortin, is probably the main endocrine agent that 
regulates sodium, potassium, and chloride metabolism. It may 
also be involved in magnesium metabolism. Although it is the 
most active mineralocorticoid known, its actions are not limited 
to effects on electrolyte metabolism. In appropriate dosage, its 
effects can mimic those of hydrocortisone and it has some unique 
properties of its own. It is not just a more potent desoxycorti- 
costerone; important qualitative as well as quantitative differ- 
ences are clearly suggested between desoxycorticosterone and 
aldosterone. There is no evidence that the administration of 
aldosterone causes the pathological over-dosage effects of desoxy- 
corticosterone when the two steroids are given in doses that are 
equipotent from the standpoint of sodium retention. The human 
diseases in which aldosterone may possibly be incriminated as 
a causative factor are those in which high rates of aldosterone 
excretion are associated with sodium retention and edema, such 
as congestive failure or nephrosis, and in the less well-known 
states of “primary aldosteronism” and “potassium-losing nephri- 
tis.” In the diseases characterized by edema, it is easier to visual- 
ize excess aldosterone as being involved only in certain acute 
phases than as a causative agent. An understanding of the physi- 
ology of the hormone in health and disease must await elucidation 
of the mechanisms by which its rate of secretion is regulated. 
Its secretion continues in the absence of the pituitary (as early 
theory proposed); corticotropin in man and the dog, but perhaps 
not in the rat, does not affect its rate of secretion; and directly 
or indirectly its rate of secretion is affected by electrolyte intake. 
In addition and less certainly, it is possible that growth hormone 
stimulates its output, and that other corticoids suppress its secre- 
tion. The observation that low-salt diets call forth a compensa- 
tory secretion of aldosterone means that the effectiveness of such 
diets is self-limited. The discovery of a means to inhibit aldos- 
terone secretion would provide a welcome therapeutic tool. 


Experimental Study on Action of Vitamin B,,. in Pernicious 
Anemia: Comparison Between Behavior of Gastric Mucosa and 
Bone Marrow. L. Celli. Minerva med. 46:467-472 (Feb. 21) 
1955 (In Italian) [Turrin, Italy]. 

The effects of vitamin By on the gastric mucosa and the bone 
marrow of four patients with pernicious anemia who had had 
no previous therapy were studied. Each patient was given orally 
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40 mcg. of the vitamin combined with the intrinsic factor for 
40 days. A sternal puncture, gastroscopic examination, and 
morphological examination of the peripheral blood was made 
of each patient before the therapy was instituted. These were 
repeated every 10 days during the course of the therapy for three 
times. The sternal puncture and the gastroscopic examination 
were always made on the same morning. The preparation exerted 
its action on the peptic cells and on the blood cells concurrently; 
the return to normal of the endoscopic findings was paralleled 
by the return to normal of the findings in the marrow. The 
maturation process of the peptic cells and that of the blood cells 
that had reverted to an embryonic-like structure was restored. 
The gastric mucosa began to reacquire a red color, but because 
it did so before the improvement in the peripheral blood was 
great enough to justify it, the author believes that the improve- 
ment in the color of the mucosa was due not only to improve- 
ment in the peripheral blood but also to vasodila‘ation of the 
arterial capillaries. 


Pernicious Anemia in Norwegian District: Epidemioiogical In- 
vestigation. P. Kolstad. Nord. med. 53:597-601 (April 14) 1955 
(In Norwegian) |Stockholm, Sweden}. 


From 1935 to 1953, 297 patients (127 men and 170 women) 
were discharged from Drammen Hospital with a diagnosis of 
pernicious anemia; 76% of the patients were between 50 and 
80, the youngest was 24, the oldest, 83. On the average 14 new 
cases of the disease, or 9.3 per 100,000 inhabitants, are detected 
annually in the Buskerud district. Of the 257 patients followed 
up, 50 died during the period of observation, at an average age 
of 71. The most important cause of death was cancer of the 
stomach. Twenty, or 40% died from this cause, as against an 
expected 13%. Otherwise the prognosis seems to be good. Most 
of the patients who died died with, not from, their pernicious 
anemia. Half of the patients were living more than 7 years after 
establishment of the diagnosis, and 20% more than 10 years 
afterward. The disease is apparently endogenous. Familial occur- 
rence was found in 12% of the patients. 


Allergy and Diencephalon. A. Jacquelin, M. Roman, R. Slama 
and others. Semaine hép. Paris 31:1480-1486 (April 30) 1955 
(In French) |Paris, France]. 


Emotional disturbances of various kinds may result in the 
establishment of allergic sensitivity to a wide variety of previ- 
ously innocuous substances. The histories of patients with post- 
emotional allergy show that most, if not all, have a congenital 
vulnerability (often hereditary or familial) to the sensitizing 
effect of emotion, because they are anxious, hyperemotional, 
hyperexcitable, and generally nervous. The allergic manifesta- 
tions shown by these patients may be respiratory (asthma, 
rhinitis, and spasmodic tracheitis), digestive (spasmodic colitis, 
attacks of gastric hyperacidity, and gastroduodenal ulcer), or 
cutaneous (urticaria, Quincke’s edema, and eczema). House dust, 
foods of all kinds, emanations from domestic animals, pollens, 
cosmetics, DDT, and the most harmless medicaments, even 
aspirin, are among the allergens to which postemotional sensi- 
tivity may develop; in fact, the sensitizing substances are usually 
those encountered in normal living. These facts seem to show 
that some disturbance of diencephalic regulation is the essential 
mechanism in the production of certain allergic states. Further 
support for this theory may be found in the excellent results 
obtained by irradiating the hypothalamic-hypophysial region 
with small doses of x-rays in patients resistant to other forms 
of antiallergic therapy. The fact that x-ray therapy is genuinely 
antiallergic, rather than antiasthmatic, antiurticarial, or anti- 
eczematous, was Clearly shown in the case of a patient in whom, 
though asthma recurred during the premenopause, it was not 
precipitated by any of the substances that had been responsible 
for her earlier attacks. Recognition of a deficiency in the central 
autonomic nervous system and the complex physiochemical, 
enzymatic, and hormonal adjustments under its control, together 
with the resulting reflex vasomotor, edematous, inflammatory, 
and spasmodic disturbances, as the primary cause of allergy pro- 
vides a better explanation for this condition than do the hepatic 
or purely endocrine theories. Treatment, too, will be influenced 
by the new orientation. Remedies now in use should be examined 
to see whether their effectiveness is not due in some instances 
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to a previously unsuspected effect on the diencephalon, and new 
forms of therapy should be aimed at restoring the balance in 
the nervous centers, with preference given to the medicaments 
least likely to produce unfavorable side-effects or a later aggra- 
vation of the disorder. 


Allergens in Vegetable Oils. A. F. Essellier, P. Jeanneret, H. R. 
Marti and H. Rosenmund. J. Allergy 26:107-112 (March) 1955 
Louis]. 


Parenteral administration of vegetable oils may provoke 
sensitization, but the allergens contained in these oils are not 
specific for each kind of oil, since intracutaneous tests with differ- 
ent oils have been shown to yield cross reactions. The skin tests 
are followed by the same kind of local reactions when the oils 
are entirely refined, that is, completely freed of proteins, carbo- 
hydrates, and free fatty acids. Therefore, such impurities are not 
the causes of sensitization by natural vegetable oils, and the 
allergen is either a constituent of the oil itself, or a lipid with 
similar properties, which was not separated from the glycerides 
during the refining procedure. To test the hypothesis that tri- 
glycerides may be the allergens contained in vegetable oils, the 
allergenic properties of chemically pure synthetic glycerol-fatty 
acid esters were tested. Sensitization experiments were performed 
with chemically pure butyric acid, tributyrin, tripalmitin, and 
triolein. Serial intracutaneous injections of chemically pure, 
synthetic glyceryl trioleate (triolein) lead to the same allergic 
reactions as do vegetable oils, and, therefore, the sensitization 
by natural vegetable oils can be attributed to fatty acid tri- 
glycerides. This sensitization is not accompanied by eosino- 
philia. 


Use of Cortisone or ACTH During Rapid Desensitization of 
Allergic Patients. E. L. Keeney, H. A. Weiss and C. F. Mohr. 
J. Allergy 26:141-149 (March) 1955 |St. Louis}. 


A patient with diabetes insipidus had developed clinical 
manifestations of anaphylactic hypersensitivity following treat- 
ment with posterior pituitary substances. With the aid of corti- 
sone, the allergic symptoms were controlled and held in abeyance 
during a period of rapid desensitization with vasopressin tan- 
nate in oil. It was possible within a relatively short time to dis- 
continue cortisone therapy and proceed with the required 
amounts of vasopressin without further allergic reactions to 
the substance. Encouraged by these results and the implication 
that cortisone had not interfered with the mechanisms of de- 
sensitization, 66 patients, including 8 with the acquired and 58 
with the hereditary type of hypersensitivity, were rapidly de- 
sensitized with the aid of corticotropin and cortisone. The 
patients with the acquired type of hypersensitivity included, in 
addition to the one mentioned with sensitivity to posterior 
pituitary substances, One with hypersensitivity to insulin, two 
with hypersensitivity to tetanus antitoxin, and four with hyper- 
sensitivity to tetanus toxoid. With the exception of one patient 
who was sensitive to tetanus toxoid and who received cortico- 
tropin during desensitization therapy, the other seven patients 
were given cortisone orally during desensitization. The two 
patients sensitive to tetanus antitoxin were given 200 mg. of 
cortisone within the 12 hours prior to desensitization and 400 mg. 
of cortisone during the course of desensitization therapy. De- 
sensitization was carried out by starting with the lowest dilution 
to which they did not give a positive intradermal reaction (that 
is, if they reacted to 0.1 cc. of a 1:1,000 dilution of tetanus 
antitoxin, then desensitization was started with 0.1 cc. of a 
1:10,000 dilution). Desensitizing doses were given in gradually 
increasing amounts at intervals of 20 minutes. Treatment was 
completed in about 14 hours, during which time one patient 
received 13,550 units and the other 50,000 units of tetanus 
antitoxin. Of the four patients who gave reactions to tetanus 
toxoid, three received only two doses of cortisone during de- 
sensitization, whereas the fourth received 15 mg. of cortico- 
tropin at the time of the first desensitizing dose, 15 mg. halfway 
through treatment, and 15 mg. at the completion of treatment. 
The patients with the hereditary type of hypersensitivity had 
asthma, rhinitis, or eczema either alone or in various combina- 
tions. They were desensitized with extracts of pollens, environ- 
mental allergens, and vaccines (stock, autogenous, or a mixture). 
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Environmental allergens include extracts made from dust, 
feathers, animal danders, etc. The pollen extracts were stand- 
ardized so that | cc. of concentrated solution contained 25,000 
to 30,000 protein nitrogen units. Environmental extracts con- 
tained from 5,000 to 10,000 protein nitrogen units per cubic 
centimeter of concentrated solution. The concentrated vaccines 
contained 8 to 10 billion organisms per cubic centimeter. 
Depending on the degree of skin sensitivity to intradermal 
tests, desensitization was started with dilutions ranging from 
1:1,000,000 to 1:10,000. Concomitant with desensitization ther- 
apy, 48 patients were given corticotropin intramuscularly alone; 
2 received both corticotropin and cortisone, but not simultane- 
ously; and 8 patients were given only cortisone. The total dura- 
tion of treatment with corticotropin was 10 to 71 days and with 
cortisone 12 to 55 days. Cortisone and corticotropin administered 
simultaneously with specific desensitization did not alter the 
mechanism of desensitization. While the technique of combining 
rapid desensitization with the administration of corticotropin or 
cortisone has been successful, it is not suggested that it be given 
to all patients with active symptoms of hypersensitivity, but 
merely when the proper indications arise. 


Autoimmunologic Disease. P. A. Cavelti. J. Allergy 26:95-106 
(March) 1955 |St. Louis}. 


The concept of autoimmunologic disease comprises conditions 
that are due to the pathogenic effects of antibodies produced 
by a patient against components of his own tissues. The existence 
of such conditions in man has been established particularly in 
the field of hematology. There is experimental evidence that 
other diseases also may be of this type. Serums prepared against 
practically every organ and tissue of the body have been studied. 
On injection in homologous recipients, such serums caused 
leukopenia, thrombocytopenia, and hemorrhagic purpura-like 
lesions. Likewise, hepatic lesions have been produced with anti- 
liver serum. So-called nephrotoxic nephritis (Masugi nephritis) 
is easily obtained by injection of an antikidney serum prepared 
by immunization of animals of one species with kidney sub- 
stance of another species. A single injection of nephrotoxic 
serum can produce a chronic, progressive renal disease extend- 
ing over months or even years. This suggests that the noxious 
agent must persist or arise anew in the recipient’s body. Auto- 
antibody formation arising from modification of kidney sub- 
stance damaged by the nephrotoxin, in such a way that it 
becomes an antigen, could conceivably be the cause. While ordi- 
narily tissue constituents are not antigenic in the same animal 
or within the same species, modification of such constituents 
and especially combination with foreign proteins can render them 
antigenic. High titers of antibodies to rabbit kidney were ob- 
tained, and acute glomerulonephritis developed in rabbits injected 
with rabbit kidney mixed with killed streptococci. In analogy 
with the experiments with kidney tissue, rats were immunized 
with mixtures of killed streptococci and rat heart or connective 
tissue and antibodies were obtained reacting in vitro with ex- 
tracts of rat heart and connective tissue. Histologically endo- 
cardial and myocardial lesions of the rheumatic type were found. 
Discussing human autoimmunologic disease Cavelti points out 
that many cases of hemolytic anemia are due to autoantibodies 
against the patient’s red blood cells, that autoantibodies against 
leukocytes cause granulocytopenia, and that idiopathic thrombo- 
cytopenic purpura results from platelet autoantibodies. Auto- 
antibodies reacting in vitro with extracts of human kidney have 
been found in the serum of patients with glomerulonephritis. 
The encephalitis following rabies vaccination with virus grown 
in rabbit brain appears to be a direct parallel to experimental 
allergic encephalomyelitis, and antibrain antibodies have been 
demonstrated in the patient’s blood. It seems possible that aute- 
immunologic disease-producing mechanisms constitute a general 
immune-pathologic principle. Autoimmunologic disease presents 
a difficult therapeutic problem. Where infection is the inciting 
cause, its eradication in an early stage is effective, as in preven- 
tion of recurrences of rheumatic fever. Blocking or inhibition 
of antibody production or of the antigen-antibody reaction or 
a protection of the cells from the damaging effects of antigen 
antibody reactions are other possibilities. Perhaps adrenal corti- 
cal therapy acts by some of these mechanisms. The most desir- 
able approach, however, would be to neutralize autoantibodies 
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as they are formed by administration of the appropriate tissue 
antigen, particularly if the latter could be obtained as a true 
hapten, not capable of inciting antibody formation. 


Tetanus Prophylaxis: The Duration of Protection from Active 
Immunization. EF. S. Stafford. Surg., Gynec. & Obst. 100:552- 
554 (May) 1955 [Chicago]. 


Studies carried out on clinical tetanus indicated that the pro- 
phylactic use of a single injection of 1,500 units of tetanus anti- 
toxin does not alter the mortality rate from tetanus. On the 
other hand, active immunization provides almost perfect pro- 
tection against tetanus. Persons who have been actively im- 
munized retain a measurable level of tetanus antitoxin in their 
serums for at least 11 years after the most recent booster injec- 
tion. These individuals respond rapidly to a new booster in- 
jection of toxoid. If the present policy of administering the 
combined diphtheria-tetanus toxoid to children is continued, 
eventually nearly all Americans will possess active immunity 
against tetanus. Meanwhile, it is necessary to have a plan for 
the prophylaxis of tetanus that will meet all situations. The 
plan outlined by Stafford stresses the following points. 1. Meas- 
ures to minimize the opportunity for growth of anaerobic bac- 
teria should be the primary concern in the treatment of injuries. 
2. A booster injection of 0.5 ml. of fluid tetanus toxoid should 
be given intramuscularly to persons known to have received 
the basic immunizing injections, including all veterans of the 
United States Armed Forces of and since World War II and 
many children born since 1937. 3. All other patients are to be 
divided into two categories: those not sensitive and those sensi- 
tive to horse serum, as demonstrated by suitable means (the 
conjunctival test is preferred). Those not sensitive should receive 
1,500 units of tetanus antitoxin intramuscularly, and those who 
are sensitive to horse serum should not be given tetanus anti- 
toxin in horse serum but should receive an injection of 0.5 ml. 
of fluid tetanus toxoid as the initial step in immunizing them. 
These individuals should then be observed carefully for three 
weeks, so that if tetanus develops the earliest signs may be de- 
tected and prompt treatment instituted. A second injection of 
toxoid is given after one month, followed four to six weeks 
later by a third injection. These patients are thus safeguarded 
against future risk from either tetanus or horse serum. Active 
immunization against tetanus should be provided particularly 
to those who live in rural areas and to those whose occupation 
exposes them to injury. The value of tetanus antitoxin in treat- 
ing clinical tetanus is unquestioned. Recent work suggests that 
blood serum drawn from immunized donors of high titer con- 
stitutes a readily available source of potent antitoxin. Thus, if 
tetanus should develop in a patient who, being sensitive to horse 
serum, has not received prophylactic antitoxin, there is at hand 
a means of combating the disease at once. 


Alterations of Water-Salt Balance in Insufficiency of Post- 
hypophysis and Their Importance in Differential Diagnosis Be- 
tween Diabetes Insipidus and Psychogenic Polydipsia. G. Gob- 
bato and L. Lacroix. Minerva med. 46:437-445 (Feb. 17) 1955 
(In Italian) |Turin, Italy}. 


The water-salt balance was studied in six patients with dia- 
betes insipidus before and after the administration of extract 
of the posterior lobe of the hypophysis (the antidiuretic hor- 
mone). Significant changes were not present in the glomerular 
filtrate and the blood urea clearance of these patients. Admin- 
istration of the antidiuretic hormone in doses of 0.1 to 0.13 units 
per kilogram of body weight by the intramuscular route caused 
a marked reduction in diuresis without, however, influencing in 
any way the glomerular filtrate. The density and the osmotic 
pressure of the urine were increased, but the renal elimination 
of the chlorides was not greatly influenced. In four patients 
there was a notable increase in the total concentration, and 
therefore in the osmotic pressure, of the plasma and a corre- 
sponding proportional increase of the chlorides in the blood. 
The volume of the extracellular fluids was slightly reduced. The 
posterior lobe of the hypophysis is highly sensitive to changes 
in the osmotic pressure of the plasma: an increase in its osmotic 
pressure stimulates, whereas a decrease inhibits, the secretion 
of the antidiuretic hormone thus causing a state of polyuria or 
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oliguria respectively. By controlling the renal excretion of water, 
this lobe regulates also the plasma isotonic pressure. This regu- 
lating mechanism is no longer present in patients with diabetes 
insipidus in whom a decreased or absent secretion of the anti- 
diuretic hormone causes a permanent polyuria. This is followed 
by a state of simple dehydration with an increased osmotic pres- 
sure of the circulating fluids. The increased osmotic pressure 
of the plasma can no longer stimulate the impaired posterior 
lobe, polyuria remains unchanged, a tremendous thirst torments 
the patients, and enormous quantities of fluid are ingested. There 
are some forms of marked polyuria that are secondary to psycho- 
genic polydipsia and that are difficult to differentiate from the 
polyuria of diabetes insipidus. In psychogenic polydipsia a great 
intake of fluids causes a state of hydremia with a decrease in 
the osmotic pressure of the plasma and therefore an inhibi- 
tion of the excretion of the posterior lobe of the hypophysis, 
and the onset of polyuria. Thus in diabetes insipidus polydipsia 
is secondary to polyuria, whereas in psychogenic polydipsia the 
reverse is true. Another feature for ‘the differential diagnosis 
between the two conditions lies in the fact that the urinary flow 
decreases in patients with psychogenic polydipsia during the 
intravenous injection of the antidiuretic hormone, whereas in 
patients with diabetes insipidus it decreases after the injection. 


Hereditary Diabetes Insipidus: Report of 20 Cases in Seven 
Generations. E. L. Levinger and R. F. Escamilla. J. Clin. Endo- 
crinol. 15:547-552 (May) 1955 |Springfield, IIl.|. 


The occurrence of hereditary diabetes insipidus is reported in 
a 26-year-old woman, whose urinary output was 13% quarts 
(12,771 cc.) daily, and who had a positive reaction to beta- 
hypophamine (Pitressin) when subjected to the Carter-Robbins 
test. The course of the disease was complicated by rheumatic 
heart disease with decompensation and, later, by chronic diar- 
rhea of undetermined origin. The latter improved, and the 
bothersome nocturia ceased after reinstitution of antidiuretic 
therapy with 15 mg. of posterior pituitary powder given by nasal 
insufflation two to four times daily. This therapy had been dis- 
continued temporarily to offset the tendency toward fluid re- 
tention from congestive failure. The patient is now comfortably 
maintained with two or three nasal insufflations of the powder 
daily, in addition to routine administration of digitalis for her 
cardiac condition. She stated that the “water habit” was a family 
characteristic that had been manifested by her mother, grand- 
mother, great-grandmother, and great-great-grandmother, as 
well as by her maternal aunts and three of her four uncles. Her 
three children were also affected. Investigation by correspond- 
ence and interviews elicited a family tree with 20 cases in seven 
generations, Genetic analysis showed that the transmission in 
this family was by simple dominance, by a conditionally domi- 
nant gene with poor penetrance without evidence of sex-linkage. 
This agrees with the opinion expressed in most reports of similar 
series in the world literature. 


Sparganosis: Second Case Reported from South America: First 
Case Observed in Uruguay. J. J. Osimani and R. Peyrallo. 
Arch. urug. med. 46:139-148 (March-April) 1954 (In Spanish) 
|Montevideo, Uruguay]. 


Sparganosis in human beings is frequent in the Far East and 
rare in the Western Hemisphere. In the Far East it is found 
mainly in frogs. A frequent cause of infestation of people is 
the use of frog meat applied to the eyes or wounds for its alleged 
therapeutic value. Spontaneous infestation of cats, dogs, mem- 
bers of the weasel family, and rodents has been reported from 
several countries in the Western Hemisphere. Six cases of 
sparganosis in human beings have been reported from the United 
States. They include the only case of proliferant sparganosis 
ever reported in the Western Hemisphere. The proliferant form 
follows its course with gross multiplication of larva simulating 
metastases of malignant tumors and with diffuse involvement 
of the tissues of several structures. This form is extremely rare. 
The parasitic infestation of nonproliferant forms is acquired by 
drinking water contaminated with crustacean of the Cyclops 
genus harboring procercoid larvae, contact of the skin with 
contaminated water, or eating meat of infested mammals or 
fowls. The case reported by the authors is the second one pub- 
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lished from South America and the first one observed in 
Uruguay. The patient, an adult woman, was well until she visited 
a rural zone and consumed water from a well. A few months 
later an abscess developed on her leg. After surgical opening 
of the abscess and cemplete elimination of pus, a mobile larva 
appeared at the surgical wound. It was removed and put in 
alcohol. At microscopic examination it appeared to be a larva 
of the Diphyllobothrium erinace: 48 mm. long, 1 mm. wide, 
and with a scolex 1.5 mm. long. Ten months after the operation 
the patient was in good health. No other parasites were found 
in the feces either before or after the operation. The authors 
recommend that in similar cases the larva be preserved alive 
to be used in experimental infestation of cats and dogs so that 
the adult form of the parasite may be identified. 


Contribution to Study of Treatment of Brucellosis with Hier- 
acium Pilosella. E. Greib and P. Duquénois. Presse méd. 63: 
642-644 (April 30) 1955 (In French) |Paris, France}. 


Fourteen patients with brucellosis were treated with an extract 
from the plant Hieracium pilosella, with good results. As has 
recently been discovered, the fresh plant contains, in addition 
to bitter and diuretic principles, antibacterial substances derived 
from umbelliferone. The activity of these substances has been 
demonstrated in vitro. Like umbelliferone, the methyl-umbel- 
liferones and hydroxy-6 umbelliferone have a_ bacteriostatic 
action on Brucella abortus, Br. melitensis, and Br. suis. The drug 
was administered orally to the patients in question. This method 
was simple, and no intolerance was noted. Response to therapy 
was prompt. The treatment should be continued for at least a 
month; no relapses occurred after such treatment. The success 
of this trial, especially considering that Hieracium pilosella 
therapy was effective in patients with brucellosis resistant to 
other antibiotics and in patients with complications not permit- 
ting vaccine therapy, warrants further use of the drug. 


SURGERY 


Controlled Cross Circulation for Direct-Vision Intracardiac 
Surgery: Correction of Ventricular Septal Defects, Atrioven- 
tricularis Communis, and Tetralogy of Fallot. C. W. Lillehei. 
Postgrad. Med. 17:388-396 (May) 1955 |Minneapolis]. 


Of 30 patients with congenital cardiac defects who underwent 
operations, all involving open cardiotomy, which were per- 
formed since March, 1954, with the aid of controlled cross 
circulation, 21 had interventricular septal defects, 6 tetralogy 
of Fallot, 2 atrioventricularis communis, and one isolated in- 
fundibular pulmonic stenosis. The only special equipment nec- 
essary for controlled cross circulation is a pump unit consisting 
of an electric motor coupled to a speed changer, the latter being 
connected to the pump itself. This pump accurately controls the 
reciprocal transfer of blood between patient and donor. During 
the interval of the patient’s total cardiac bypass, the pump cir- 
culates equal amounts of oxygenated blood from the donor's 
femoral artery to the patient’s aorta and, at the same time, an 
exactly equal amount of venous blood from the patient’s venae 
cavae to the donor’s saphenous vein. All the patients had their 
congenital heart defects completely corrected by the surgeon 
working within the open heart under direct vision with sufficient 
time to permit the anatomic correction of the defect or defects 
present, thus restoring their circulation to normal physiologi- 
cally. The concept that relatively large quantities of blood flow 
are needed for safe maintenance of the vital organs during total 
cardiac bypass was shown to be erroneous. Experiments carried 
out on dogs showed that the animals survived long periods of 
complete venal cava occlusion provided only that the amount 
of blood flowing through their azygos vein was allowed to enter 
their hearts. This azygos flow was measured, and it was found 
to be only 8 to 14 cc. per kilogram of body weight per minute, 
or approximately one-tenth of the so-called resting or basal 
cardiac output necessary for safe maintenance of the vital centers 
of the body during total cardiac bypass. Total cardiac bypass 
at very reduced blood flows, at normal body temperature, based 
on the experimental studies of the azygos flow has been demon- 
strated to be perfectly safe in man. The vast simplification made 
feasible by this need for relatively small quantities of blood 
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for perfusion during total cardiac bypass is the physiological 
basis of this method and the keystone of success in the field 
of open intracardiac surgery by means of total cardiac bypass. 
Direct suture of septal defects proved to be the simplest and 
most effective method of closing these abnormal openings; of 
the 21 patients with this type of defect 14 survived and 7 died 
from 6 to 11 hours after the operation. Ventricular fibrillation 
did not develop in any of these cases whether the results were 
successful or unsuccessful. In the patients with tetralogy of Fal- 
lot the surgical procedure consisted of suture closure of the 
ventricular defect with resection of infundibular stenosis. Of the 
six patients Operated on, three died. Suture closure of both atrial 
and ventricular defects with correction of valvular deformity 
was done in the patients with atrioventricularis communis; one 
of the two patients died. Resection of infundibular muscle was 
the procedure carried out in the patient with isolated infundibu- 
lar pulmonic stenosis. Conduction difficulties were not a serious 
problem in intracardiac procedures because of close attention 
to two factors important for the well-being of the cardiac con- 
duction system, namely, normal body temperature and a well- 
oxygenated myocardium. It is emphasized that once the myo- 
cardium is relieved of its pumping burden, as occurs as soon 
as venous inflow stasis is effected, it may remain well oxygenated 
on a mere trickle of Oxygenated coronary flow. 


The Repair of Experimental Interventricular Septal Defects, 
During Hypothermia, with a Molded Polyvinyl Sponge. F. J. 
Lewis and M. Taufic. Surg., Gynec. & Obst. 100:583-590 (May) 
1955 |Chicago}. 


The authors report a successful method of repairing experi- 
mental defects of the ventricular septum with a molded, poly- 
vinyl, plastic sponge. The molded sponge can be inserted rapidly 
and will be held in place by its own elasticity and one fixation 
suture. It causes little reaction. The ability of the heart to 
tolerate the material was confirmed by the authors. Each of the 
adult mongrel dogs used had two experimental operations, both 
through the right atrium—one to produce the defect and a 
second to close it. The defect was made in the high septum by 
inserting a plastic tube through a stab wound, made just behind 
the septal leaflet of the tricuspid valve. No tissue was removed. 
At a second operation the plastic tube was removed and the 
resulting defect was repaired by inserting the molded, plastic 
sponge and fixing it in place with one stitch. All of the opera- 
tions were done under hypothermia. Thirteen of the 15 dogs 
subjected to this experimental operation have survived. Connec- 
tive tissue grew into the plastic sponge so that there resulted 
a firm scar covered with endothelium. There was little inflam- 
mation in the adjacent septum. Although this experimental 
Operation was successful, it cannot be concluded that congenital 
defects may be repaired as satisfactorily by the same method. 
The experimental defect described here is more nearly like high 
human defects than other that have been used but it is not iden- 
tical with them. It is located in the same position but its edge, 
as formed by the plastic tube, is of almost uniform thickness 
all around, while the edge of the human defect is thin in one 
portion and thick in another. The experimental defect does not 
have the impressive variability in size and shape that is char- 
acteristic of congenital defects. Sponge devices can be designed 
to fit openings of different size and configuration, but all this 
may not be necessary. Human ventricular septal defects have 
recently been repaired by simply using interrupted silk stitches. 
In the experience of these authors, a suture approximation has 
been satisfactory for the repair of atrial septal defects. It may 
also prove to be the best method for the complicated defects of 
the ventricular septum. 


Resection or Collapse in the Surgery of Pulmonary Tubercu- 
losis? K. M. Shaw. J. Irish M. A. 36:109-111 (April) 1955 
{[Dublin, Ireland}. 


This report concerns 193 consecutive cases subjected to thora- 
coplasty or resection. There were 26 pneumonectomies, mainly 
for totally destroyed lung, with a mortality of 7.7%, and 73 
lobectomies and segmental resections, with a mortality of 1.4%. 
Surgical collapse was accomplished entirely by thoracoplasty. 
It was carried out in 94 cases, and there was no mortality (fatali- 
ties occurring within three months of operation). The classical 
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selective 5-8 rib Semb thoracoplasty with extensive extrafascial 
apicolysis was the routine operation, the only other operation 
used being a one-stage “roof” thoracoplasty of the Holst type. 
The tendency has been to limit the extent of the rib resection 
more than formerly, 43 cases having had not more than 5 ribs 
resected. This limitation has been due in part to the more local- 
ized type of disease encountered following prolonged drug 
therapy, but also to a desire to preserve functioning lung. Three 
patients required lobectomy or segmental resection following 
S-rib thoracoplasty, and two required pneumonectomy follow- 
ing 8-rib thoracoplasty; but as the follow-up period has been 
of only three months in some cases, these figures are likely to 
increase. The indications for lobectomy and segmental resection 
are in many cases clear-cut; it is generally accepted that lower 
lobe disease and localized unstable solid lesions are best treated 
by resection; however, a large group of cases can be treated 
satisfactorily by either thoracoplasty or resection, as far as im- 
mediate control of disease is concerned. Uncomplicated seg- 
mental resection results in no appreciable loss of pulmonary 
function, and removal of a destroyed lobe is accompanied by 
less functional loss than the most limited thoracoplasty. A 
further factor is the cosmetic result of operation. An extensive 
thoracoplasty with scapular embedding is mutilating and requires 
considerably more psychological adjustment on the part of the 
patient than does resection. Perhaps the most important factor 
in the increasing use of resection is the altered situation fol- 
lowing prolonged antibiotic and chemotherapeutic treatment. 
Filled, inspissated, and small thick-walled residual cavities, 
bronchial cold abscesses, and multicentric caseous pneumonic 
foci are among the types of lesion seen more frequently than 
‘formerly, and are suitable for resection rather than thoraco- 
plasty. Progressive reduction in the mortality for resection has 
almost eliminated the safety factor as an argument for thora- 
coplasty. The ultimate solution of the controversy must await 
the publication of adequate numbers of long-term results, but 
meanwhile there is sufficiently encouraging evidence to continue 
with the cautious use of resection in cases technically suitable 
for the procedure. 


Survival in Breast Cancer Cases in Relation to the Structure of 
the Primary Tumor and Regional Lymph Nodes. M. M. Black, 
S. R. Opler and F. D. Speer. Surg., Gynec. & Obst. 100:543- 
551 (May) 1955 [Chicago]. 


In 179 patients with breast cancer followed either to death 
or for a minimum of five years postoperatively, length of sur- 
vival was studied in relation to the microscopic structure of the 
primary tumor and the regional lymph nodes. Excellent survival 
rates were encountered when the tumors were characterized by 
highly differentiated structure, lymphoid infiltrate in the primary 
tumor and sinus histiocytic reactions in the regional lymph 
nodes. In tumors lacking these features a very low rate of five 
year survivals exists. These relationships were obtained with- 
out regard to the age of the patient or the presence or absence 
of axillary node metastasis. The findings are consistent with the 
hypothesis that the lethality of breast carcinoma varies as a 
direct function of the growth potential of the primary tumor 
as reflected in the nuclear structure, and inversely as a function 
of tumor retarding factors of the host visualized as sinus histi- 
ocytosis of the regional lymph nodes and lymphoid infiltrate in 
the primary tumor. 


Some Aspects of the Respiratory Function and Some Metabolic 
Findings During Immediate Postoperative Course Following 
Surgical Collapse Therapy. D. D’Arcangelo and W. Morgagni. 
Chir. torac, 8:47-62 (Feb.) 1955 (In Italian) |Rome, Italy]. 


The authors studied 13 patients with pulmonary tuberculosis 
in whom thoracoplasty was performed and 2, in whom an extra- 
pleural pneumothorax was instituted, the morning before the 
operation and every day during the first postoperative week. 
They found that after the operation the respiration was more 
rapid and slightly less deep; the pulmonary ventilation was 
slightly increased; the oxygen consumption and the pulmonary 
coefficient of oxygen utilization were increased; the elimination 
of carbon dioxide was decreased; the respiratory quotient was 
reduced; the azotemia was increased; the alkali reserve was re- 
duced; and there was a heavy urinary output of total nitrogen, 


J.A.M.A., July 30, 1955 


of urea and ammonia nitrogen, and of creatinine, while the renal 
excretion of the chlorides was diminished. These changes in 
the respiratory function and the metabolic alterations were pres- 
ent during the immediate postoperative course and tended to 
return to the initial values within six to seven days. The im- 
mediate postoperative course of surgical collapse therapy in pa- 
tients with pulmonary tuberculosis can be divided into three 
phases. During the first phase (first, second and third days) the 
above-mentioned changes are marked; during the second (fourth 
and fifth days) there is a gradual return to the initial values; 
and during the third (sixth and seventh days) the values be- 
come stationary. The authors suggest making a complete pre- 
operative investigation of the most important organic functions 
(cardiovascular, respiratory, hepatic, and renal) in tuberculous 
patients before subjecting them to surgery, to detect eventual 
functional insufficiencies, reach a better diagnosis, choose the 
best treatment, and thus prevent a difficult and sometimes fatal 
postoperative course. 


Appendicitis in Persons over Sixty Years of Age. H. A. Theis. 
Zentralbl. Chir. 80:463-471 (No. 12) 1955 (In German) [Leipzig, 
Germany]. 


During the three years 1951 to 1953, inclusive, 202 patients 
over 60 years of age were referred to a surgical clinic in Ham- 
burg with a diagnosis of appendicitis. In 71 of these patients 
the diagnosis of appendicitis was erroneous: in 19 cholecystitis 
was found, in 13 cholelithiasis, in 7 ureteral calculi, in 6 gastritis 
or enteritis, in 5 pneumonia, in 5 intestinal infarct, and in 4 
cystopyelitis; in others, lesions such as duodenal ulcer, ileus, 
uterine carcinoma, and sciatica were found. This large number 
of erroneous diagnoses is understandable, when it is considered 
that the symptoms of appendicitis in elderly persons are not as 
typical as in younger patients. Appendectomy was performed 
on 101 of the patients. In 5 of these the appendix was free from 
pathologic changes, although their symptoms were typical of 
appendicitis. The appendix showed signs of inflammation in 
10.2% of the patients, phlegmonous changes in 43.2%, perfora- 
tion in 27.3% (5 of these patients had diffuse peritonitis) and 
in 19.3% the appendix was obliterated or fibrotic. In only a 
few of these patients had the clinical symptoms suggested these 
severe pathologic changes. Conservative treatment was used in 
30 patients, either because their general condition was poor or 
the appendicitis was not acute. The leukocyte count was less 
than 10,000 per cubic millimeter in 57.1% of the patients; in 
28.5% it was between 10,000 and 15,000 per cubic millimeter; 
and in 14.3% between 15,000 and 20,000 per cubic millimeter. 
None of these patients had a leukocyte count in excess of 20,000 
per cubic millimeter. 


Surgical and Pathologic Classification for Cancer of the Cervix: 
An Evaluation of 250 Cases. J. V. Meigs and W. Liu. Surg., 
Gynec. & Obst. 100:555-558 (May) 1955 [Chicago]. 


The surgical and pathological classification of cancer of the 
cervix proposed by Meigs and Brunschwig is based on the find- 
ings at the time of radical surgery and from the pathological 
specimen. It is intended for more precise evaluation of the sur- 
gical treatment. The following classification is suggested: class 
O—carcinoma in situ, also known as preinvasive carcinoma; 
class A—carcinoma strictly confined to the cervix; class Ao— 
after a positive biopsy of infiltrating carcrnoma no tumor is 
found in the cervix in the surgical specimen; class B—carcinoma 
extending from the cervix to involve the vagina and corpus 
(vaginal or uterine extension may be by direct spread or meta- 
static); class C—carcinoma involving paracervical or paravag- 
inal tissue by direct extension or by lymphatic vessels, or in 
nodes within such tissues; class D—lymph vessel and node in- 
volvement beyond paracervical and paravaginal regions; class 
E—carcinoma penetrating the serosa, musculature, or mucosa 
of the bladder or the colon or rectum; and class F—carcinoma 
involving the pelvic wall. This surgical and pathological classi- 
fication was applied to 460 patients with cancer of the cervix 
who were treated with radical pelvic surgery by the staffs of 
several hospitals between February, 1939, and December, 1953. 
There were 238 cases of radical hysterectomy with pelvic 
lymphadenectomy and 12 cases of pelvic exenteration performed 
five or more years ago. These 250 cases of cancer of the cervix, 
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were classified according to the surgical and pathological classi- 
fication, and the five year results are presented. The five year 
survival rate for the entire series was 72%. The five year result 
for all patients in class O was 100%; class A, 82%; class Ao, 
93%; class B, 82%; class C, 50%; class D, 37%; class E, 10%; 
and class F, 0%. The five year survival rate of 160 patients 
who received no preoperative treatment of any type was 74%; 
and for patients who had preoperative treatment of one type 
or another, 67%. Class B seemed to be a mark beyond which 
the five year survival rate decreased sharply. When the cancer 
extended vertically from the cervix to the vagina, or to the 
corpus, or in both directions, the prognosis was good (82% 
five year survival rate). If the carcinoma spread laterally to in- 
volve the paracervical and the paravaginal tissues or to the 
lymph nodes in these regions (class C or class D), the prognosis 
was quite different (SO and 37% five year survivals). The authors 
suggest that emphasis should be made clinically on the separa- 
tion of stage Ila and stage IIb cases in the international classi- 
fication of cancer of the cervix. The surgical and pathological 
classification can be used advantageously in surgically treated 
patients. 


Chondromalacia of the Patella. J. S. Thiemeyer. Virginia M. 
Month. 82:225-228 (May) 1955 [Richmond, Va.]. 


The occurrence of chondromalacia of the patella, a degenera- 
tion of the articular surface of the patella as evidenced by 
softening, fibrillation with occasional fissuring, and erosion of 
cartilage, is reported in 21 patients between the ages of 19 and 
50 years, 10 (48.5%) of whom had a history of trauma. Four 
patients had a history of having sustained a fractured patella, 
and three had a history of a lateral clipping injury, such as 
sustained in football. Eight patients had no history of any previ- 
ous trauma. Pain, swelling, and instability were the most com- 
mon symptoms. Although crepitation, either audible or palpable 
and usua!ly subpatellar, has been emphasized as the most char- 
acteristic sign of the disease, it was observed in only eight pa- 
tients (38%). Crepitation indicates cartilage degeneration, but 
the absence of crepitation does not rule it out, for effusion of 
the knee, which is often present, might separate the contacting 
surfaces. Pain on pressing or moving the patella by hand in 
the trough was observed in 11 patients (55%). Ten patients had 
had previous surgery consisting of menisectomy in 3, of patella 
shaved in 2, open reduction of fractured patella in one, syno- 
vectomy in one, and type unknown in two. All 21 patients were 
operated on, and in addition to chondromalacia six other types 
of abnormal condition of the knee, including mirror image on 
medial femoral condyle, pressure of loose bodies, osteochond- 
ritis dissecans, chronic synovitis, associated medial meniscus 
injury, and nonunion of fractured patella with fibrous scar tissue 
throughout the joint, were observed. There is no consensus as 
to the type of surgery to be performed, including partial or 
complete chondrectomy and patellectomy, but the author con- 
siders patellectomy as the treatment of choice when there is a 
definite history and pathological evidence of previous fractured 
patella with rough fragments within the joint. 


Free Nail Grafting. C. R. McCash. Brit. J. Plast. Surg. 8:19- 
33 (April) 1955 |Edinburgh, Scotland]. 


In 10 cases of nail grafting McCash used three different 
methods of free grafting; the partial nail graft was used in 4. 
This procedure is similar to that described by Sheehan using 
the central section of the great toe nail with nail bed and matrix, 
but with the difference that the graft extends back to the root 
of the donor nail to include all the germinal matrix available. 
The composite nail graft, which was used in three patients, 
is taken from one of the lesser toes and consists of the com- 
plete nail, nail bed, matrix, the nail fold on each side and at 
the root, and a thin shaving of the upper surface of the terminal 
phalanx. The complete nail graft, which was also used in three 
patients, is taken from one of the lesser toes and consists of 
the nail, nail bed, and matrix but without bone or surrounding 

‘in. The results obtained in these 10 patients indicate that the 
‘nail with its germinal matrix behaves like any other epidermal 
‘structure, being freely transferable on the same patient, and 
can retain in its new site its peculiar property of forward growth. 
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In every patient the graft took well initially, becoming vascular- 
ized within the first two weeks. Of the three methods of graft- 
ing, each yielded one really good result, and these were in the 
patients in whom exfoliation did not occur. Although in all but 
one patient a new nail grew after exfoliation, some were brittle 
and fragmented and others horny in character. The ultimate 
success from a cosmetic standpoint appears to depend on a 
complete take of both the germinal and sterile matrix, a good 
digital blood supply, and a smooth surface beneath the graft. 
A careful contouring of the recipient bed eombined with firm 
fixation is therefore important. A wire mattress suture placed 
vertically through the phalanx and center of the graft and tied 
over two buttons ensures intimate contact between the surfaces. 
The one button rests on the nail and the other on the finger 
pulp. This method has the advantage that should the tension 
prove too great between the buttons it can be eased by un- 
twisting the end of the mattress suture. This suture has been 
used with satisfactory results in recent cases. 


Some Observations on Antibiotic Resistance in a Hundred 
Strains of “Staphylococcus Aureus” in a Plastic Surgery Unit. 
P. A. Bramley and J. L. Clarke. Brit. J. Plast. Surg. 8:75-81 
(April) 1955 |Edinburgh, Scotland]. 


The use of antibiotics, both locally and generally, is prob- 
ably more frequent in plastic than in most other forms of sur- 
gery, and the problem of resistance is correspondingly greater. 
Cultures from 100 clinical micrococcic (staphylococcic) infec- 
tions in the patients of a plastic unit were tested for sensitivity 
to seven antibiotics by the method described by Bowie and Gould 
and checked by the serial tube dilution method. Bearing in 
mind that one cannot claim any great precision in reporting 
in vitro sensitivity tests and that they must be interpreted in 
the light of possible serum levels of antibiotic and in relation 
to the standard Oxford micrococcus, the following results are 
reported: 68% were fully resistant to penicillin, 64% to strepto- 
mycin, 67% to chloramphenicol, 37% to chlortetracycline and 
oxytetracycline, and no strains resistant to carbomycin and 
erythromycin were found. Thirty-seven per cent of the strains 
were insensitive to all the antibiotics, with the exception of 
erythromycin and carbomycin. Phage-typing showed that the 
resistant organisms belonged to three well-defined types only. 
In five patients an apparent change of sensitivity of infecting 
organism was found to have been due to a cross infection. A 
small group of micrococcic infections in the general population 
was tested, and all were fully sensitive to all the antibiotics. 
These results emphasize the necessity of laboratory control of 
antibiotic treatment of hospital patients and the care that must 
be exercised in the selection of antibiotics for prophylactic use. 
It appears that in the treatment of micrococcic infections in the 
general population such close control by laboratory methods 
is unnecessary. 


Storage and Use of Arterial Grafts. R. E. Horton. Brit. J. Plast. 
Surg. 8:9-18 (April) 1955 |Edinburgh, Scotland}. 


Grafts that were used in the patients here described were 
prepared by the freeze-drying method and were stored at -—79 
C. Arterial grafting is now being used in a variety of circum- 
stances in which arterial reconstruction is indicated. Reports 
from Korea have shown that the prognosis of femoral and 
popliteal artery injuries has been greatly improved by grafting. 
Peripheral aneurysms, in the past, were generally treated by 
ligation to encourage complete clotting within the aneurysm. 
The use of an arterial graft makes radical treatment possible 
without detriment to the circulation. In the patient described to 
illustrate the use of an arterial graft in cases of aneurysm, the 
artery was transected above and below the aneurysm, an arterial 
graft was inserted, and the sac of the aneurysm was closed over 
the graft. The peripheral pulses were felt at the end of the 
operation, and the limb circulation remained normal. Arterial 
grafting is also used in treating primary arterial thrombosis. 
Furthermore, the resection of some neoplasms may require 
arterial repair. If, in a patient with fibrosarcoma of the thigh, 
resection involves sacrifice of the femoral vessels, restoration 
of the arterial flow will insure viability of the limb. In a patient 
with atheroma, operation on the main arteries of the leg is justi- 
fiable only when the disease is severe in the limbs and spares 
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the coronary and cerebral circulations. Operation is considered 
in intermittent claudication only when the disability is severe 
enough to cause interference with work, but the proportion of 
patients suitable for operation is small. Those with rest pain 
are particularly suitable for grafting, because the alternative is 
a major amputation. Those with gangrene usually are not suit- 
able for grafting, except when the reduced blood flow is due 
to an iliac and a femoral block. In such a patient grafting the 
iliac artery gives a strong pulsatile flow to the profunda femoris 
artery and this may be sufficient to maintain the foot through 
the anastomosis round the knee joint. Although there have been 
disappointments, 16 of 26 arterial grafts were immediately suc- 
cessful, but only time will tell what the late results of grafting 
will be. 


The Surgical Treatment of Human Hypertension. J. E. Thomp- 
son, R. D. Bush, G. P. Whitelaw and R. S. Smithwick. J. Am. 
Geriatrics Soc. 3:248-258 (April) 1955 [Baltimore]. 


Of 1,733 patients with persistent hypertension admitted to 
the Massachusetts Memorial Hospitals in Boston, 1,226 were 
Operated on and 467 received medical treatment and served 
as controls. The patients in both groups were followed up for 
five years or more. The prognosis for a patient with hypertension 
varies according to the status of his cardiovascular system. Each 
of the various factors that have a bearing on prognosis, such 
as age, cerebrovascular accidents, abnormal electrocardiogram, 
enlarged heart, impending congestive failure, moderate angina, 
and phenolsulfonphthalein concentration in the urine, was as- 
signed a numerical value, and in every patient the existing factors 
were totaled, resulting in the numerical grade for the patient. 
The patients then were classified in four groups; if the numerical 
grade was less than 4, the patient was placed in group 1 or 2; 
if the numerical grade was 4 or more, the patient was placed in 
group 3 or 4. Patients in group 1 had the least severe cardio- 
vascular disease, whereas those in group 4 had the most severe 
degree of cardiovascular damage. Of the 1,733 patients, 1,525 
(88°) had manifest vascular disease either in the eyes, heart, 
kidney, or brain and were therefore in the stage of hypertension 
when cardiovascular complications had begun to occur. The 
average age of the surgical patients was 42 years and that of 
the medical patients was 45 years. The mortality rate at five 
years for the surgical patients was 19%, and that for the medical 
patients was 54%. Thoracolumbar splanchnicectomy was the 
surgical procedure employed in 93% of the surgically treated 
patients with essential or malignant hypertension; an additional 
7% wunderweni transthoracic sympathectomy and_ splanchni- 
cectomy. The operative mortality after splanchnicectomy was 
0.7% in patients of group 1, 1.4% in group 2, 4.3% in group 3, 
and 10.9% in group 4, with an over-all operative mortality of 
2.8%. Total and subtotal adrenalectomy and nephrectomy are 
the other current surgical measures that are available for the 
treatment of the small group of patients with hypertension 
caused by pheochromocytoma, adrenocortical adenoma, uni- 
lateral renal disease, coarctation of the aorta, and Cushing’s 
disease (adrenal cortical hyperfunction). Splanchnicectomy is the 
treatment of first choice for male patients and certain female 
patients with essential or malignant hypertension in group 1, and 
it is also the treatment of first choice for male and female 
patients in group 2 and 3. Splanchnicectomy is justifiable in 
male and female patients of group 4 with severe cardiovascular 
disease provided renal function is still adequate and cerebral 
damage is not too extensive. The late results are poor at best 
in most patients of group 4 despite surgical procedures, either 
alone or combined with the best medical treatment. It is therefore 
urged that splanchnicectomy be utilized before the hypertension 
progresses to the group 4 stage. 


Troubles in Gallbladder Surgery. H. G. Bell. West J. Surg. 63: 
192-195 (April) 1955 [Portland, Ore.]. 


During the past 24 years 1,335 cholecystectomies were carried 
out at the University of California Medical Center. This number 
included 1,085 simple cholecystectomies and 250 cholecystec- 
tomies that were combined with exploration of the common 
duct. Only one of the patients in whom simple cholecystectomy 
was done returned within a three-year period with evidence of 
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a common duct stone. Unfortunately, this state institution does 
not have a long-time follow-up on all patients with simple 
cholecystectomy, so that it is not definitely known whether more 
should have been subjected to exploration of the common duct. 
The mortality rate was 1.01% in simple cholecystectomy, com- 
pared to 2% in the patients who required exploration of the 
common duct. It was not possible to make cholangiograms 
routinely, and Bell feels that the routine use of this method is 
not necessary, especially since it adds to the length and the 
hazard of the operation. Of the 250 patients in whom the 
common duct had been explored 13 required reoperation. In 
six of these, stones were found, two had cirrhosis of the liver, 
and five had strictures or spasm of Oddi's sphincter. Seventy-nine 
patients required further surgical treatment after previous oper- 
ations at other hospitals. The author makes no attempt to discuss 
all possible complications of biliary tract surgery, but stresses 
two points: First, surgery of the gallbladder should be done early 
since there is no real medical treatment, and an incision should 
be used that will provide adequate exposure. Second, in many 
cases common duct exploration is being done unnecessarily 
and unwisely. He does not believe that any one can explore, 
dilate, or curet a chronically strictured tube without causing 
further scarring and narrowing of that tube. Unless there is a 
very definite indication for exploration, he prefers to leave the 
common duct alone, particularly if the duct is chronically 
thickened. 


Ulcerative Colitis Treated by Total Colectomy and Tleo-Rectal 
Anastomosis. S. Aylett. Brit. M. J. 1:1060-1062 (April 30) 1955 
{London, England]. 


Ten female and seven male patients with ulcerative colitis, 
between the ages of 10 and 51 years, in whom the rectum had 
not already been irretrievably damaged by gross fibrosis or by 
perirectal suppuration and fistula formation were subjected to 
a total colectomy and ileorectal anastomosis. Although in the 
first few cases the ileum was anastomosed to the rectum in its 
upper third the establishment of a safety-valve opening in the 
left iliac fossa necessitated the retention of the lowermost portion 
of the pelvic colon. This severc'v diseased portion of the large 
intestine may be included in the excision if the rectum is mobi- 
lized as an initial stage in the operation by division of the upper 
part of its lateral ligaments and its posterior attachments. After 
the ileorectal anastomosis has been carried out the colectomy 
is completed by transecting the rectum through its upper part 
about 2 cm. above this anastomosis. It is then possible, as a 
result of the mobilization of the rectum, to exteriorize its open 
upper end through the lowermost part of the paramedian inci- 
sion to act as a safety valve. Such a safety valve may minimize 
the danger of a breakdown of the line of anastomosis, made as 
it is through a diseased rectal wall. This proctostomy tends to 
undergo spontaneous closure more readily than a colostomy in 
the left iliac fossa, so that the necessity for its closure by opera- 
tion is required less often. Most of the patients were operated 
on in One stage and in only one of the last 10, a gravely ill 
patient with an acute case, the colon was excised and ileostomy 
established as an initial stage of the treatment, the upper end of 
the rectum being exteriorized and restoration of continuity being 
delayed until the patient had been restored to good health. All 
but one of these severely and sometimes desperately ill patients 
returned to good health and to full work. These results seem to 
indicate that the method of treatment described is a satisfactory 
one. The follow-up varying from four months to three years is 
short, and the author’s series is not large. Nevertheless in no case 
has the disease flared up in the remaining rectum, and regular 
proctoscopic examination has shown that resolution of the 
inflammatory changes existing before the operation has taken 
place. Of two additional patients in whom the caecum seemed 
at Operation to be so little diseased that in each it was retained 
and the anastomosis was effected between it and the rectum, one 
remained perfectly well for 18 months, while the other had a 
severe and uncontrollable hemorrhage four months after the 
operation. On repeated operation the caecum was found to be 
acutely inflamed; it was resected and an anastomosis was per- 
formed between the terminal ileum and rectum. Unless the 
caecum is absolutely norma! no attempt should be made to 
retain it. 
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Emergency Pneumonectomy for Uncontrollable Hemoptyses of 
Tuberculous Origin. L. Sommo. Minerva chir. 10:128-134 (Feb. 
15) 1955 (In Italian) [Turin, Italy]. 


A successful emergency pneumonectomy for massive he- 
moptyses complicating pulmonary tuberculosis in a 25-year-old 
man is reported. A left extrapleural pneumothorax and a pneu- 
moperitoneum had been instituted to control the hemoptyses 
but both had failed to do so. Large doses of coagulation- 
Stimulating agents had also been given but with little or no 
benefit. Because of the patient’s poor general condition, a pneu- 
monectomy of the left lung was performed. It revealed a large 
cavity, which had eroded a subsegmental branch of the artery 
of the apical segment of the lower lobe. The histological diag- 
nosis was disseminated, nodular, fibrocaseous, and fibrocal- 
careous tuberculosis of the left lung, mainly of the lower lobe; 
active cavitary lesion with caseous walls in the apical segment 
of the lower lobe with signs of recent posterobasal hemorrhage; 
and bronchogenic hemorrhagic flooding of the entire parenchyma 
of the lower lobe. After 15 days the patient was discharged from 
the surgical ward at which time roentgenograms revealed no 
lesions in the contralateral lung. Although pulmonary resection 
is not the treatment of choice for massive, uncontrollable he- 
moptyses in patients with pulmonary tuberculosis, it can become 
(as in this case) a life-saving measure in patients in whom other 
methods of treatment have failed. This method has not, however, 
found wide acceptance because of (1) the risk involved in per- 
forming the operation when the patient is in shock; (2) the 
possibility of massive tracheobronchial flooding followed by 
death owing to internal submersion; and (3) the possibility of 
bronchogenic spread of the disease. The author’s case and other 
reported cases show that pulmonary resection can be performed 
successfully in patients in whom massive hemoptyses complicate 
pulmonary tuberculosis. 


The Problem of Nutrition Following Total Gastrectomy. A. H. 
Johnson, H. J. McCorkle and H. A. Harper. Gastroenterology 
28:360-366 (March) 1955 [Baltimore]. 


The effect of total gastrectomy on the nutritional status of 
36 patients operated on at the University of California hospital 
was studied, Of the 36 patients, 31 underwent total gastrectomy 
for carcinoma of the stomach, 3 for benign gastric ulcer, one 
for a benign gastric polyp, and one for a lymphosarcoma. Total 
gastrectomy was performed on 116 adult dogs, and the animals 
were studied with respect to their postoperative nutritional status. 
The clinical and laboratory observations made on these gas- 
trectomized patients and animals indicate that alimentation time 
is decreased after complete gastrectomy. The amount of carbo- 
hydrate, fat, and protein absorbed is much less than normal. 
There is a tendency to regain some weight and maintain better 
nutrition when continuity is maintained between the esophagus 
and duodenum. This can be accomplished either by direct anasto- 
mosis between the esophagus and duodenum or by transplanta- 
tion of isoperistaltic segments of colon or jejunum between the 
esophagus and duodenum. Digestion and nutrition appears 
to be better in patients with isoperistaltic colon segment trans- 
plants, and this procedure seems to be worthy of further trial 
even though it is technically more difficult to perform. 


Hypophysectomy in Man: Effect on Water Excretion During 
the First Two Postoperative Months. D. Ikkos, R. Luft and H. 
Olivecrona. J. Clin. Endocrinol. 15:553-567 (May) 1955 [Spring- 
field, Ill.]. 


The changes in water excretion in the course of the first two 
months after hypophysectomy and the effect of cortisone on 
these changes were studied in 22 patients with metastatic cancer 
of the breast and in 2 patients with metastatic cancer of the 
prostate at the Serafimerlasarettet in Stockholm, Sweden. Hypo- 
physectomy induced a polyuria interrupted by a short period 
with lower urine volumes (normal interphase) that occurred 
about the end of the first week. The persistence of this polyuria 
after the third postoperative week depended on cortisone admin- 
istration. The mean specific gravity of the daily urine was below 
1.010 during the administration of cortisone and was increased 
when cortisone was discontinued. The response to a water-load 
test was abnormal when cortisone was not given. A 24-hour 
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thirst test did not induce an increase in the specific gravity of 
the urine, whether cortisone was given or not. The observations 
are interpreted as showing that the presence of the posterior lobe 
of the pituitary is not a prerequisite for the “normal interphase” 
in man; that one of the mediators of the diuretic action of the 
anterior lobe of the pituitary is corticotropin; and that antidi- 
uretic hormone is probably present in hypophysectomized pa- 
tients but is produced and/or released in an abnormal fashion. 


Cancer of the Esophagus. C. B. Puestow, W. J. Gillesby and 
V. L. Guynn. A. M. A. Arch. Surg. 70:662-671 (May) 1955 
|Chicago}. 


In the past few years the incidence of carcinoma of the esoph- 
agus has represented about 0.1% of the total hospital admissions. 
Carcinoma of the esophagus represents about 3° of admissions 
for primary malignant disease. About 90% of carcinomas of the 
esophagus are squamous cell carcinomas, and about 10% are 
adenocarcinomas. Since most esophageal adenocarcinomas are 
found near the esophagogastric junction, many adenocarcinomas 
found at the lower end of the esophagus may be primary in the 
stomach extending into the esophagus. Five adenocarcinomas 
in the authors’ series of 603 were definitely above the level of 
the cardia. The prognosis in adenocarcinoma of the esophagus 
is better than that of squamous cell carcinoma. Pulmonary com- 
plications are present in a high percentage of patients with 
esophageal obstruction owing to aspiration of saliva into the 
tracheobronchial tree. X-ray therapy has limited value and pre- 
sents definite hazards. The authors prefer surgical intervention. 
The operative mortality is decreasing, and the survival after 
operation shows that it is worth the effort. The authors ligate 
the esophagus above and below the tumor in the early stages of 
resection, in order to prevent exfoliation and inclusion of car- 
cinoma cells in the line of suture. Lymphatic extension of the 
disease is probably more extensive than has been realized, and 
surgical excision will have to be extended if better results are to 
be expected. The authors prefer the left-sided approach. 


Hypotension and Hypothermia in Surgery of Thoracic Aorta. 
O. C. Julian, W. J. Grove, W. S. Dye and others. A. M. A. Arch. 
Surg. 70:729-738 (May) 1955 [Chicago]. 


The authors combined the techniques of hypotension and 
hypothermia in nine patients undergoing coarctation resection 
requiring graft replacement and in two patients undergoing resec- 
tion of the upper thoracic aorta for aneurysm. The aneurysms 
were situated immediately beneath the left subclavian branch of 
the aorta in each case, and, in one, arteriosclerotic changes in 
the left subclavian artery had resulted in its complete occlusion. 
No evidence of ischemic damage to organs developed in any of 
the 11 patients. None of the nine patients operated on for coare- 
tation died, but one of the two patients having resection of a 
thoracic aneurysm died on the 12th postoperative day. Although 
the period of occlusion was 68 minutes, there was no evidence 
of spinal cord or visceral damage. This man had an uneventful 
course until the 12th day. He died from hemorrhage resulting 
from a coughing spell. In the nine patients in whom hypothermia 
was used in preparation for resection of coarctation, the defect 
was closed with a preserved homologous graft. No untoward 
effects were noted from the combined use of hypotension and 
hypothermia. 


Arterial Embolectomy. W. S. Dye, J. Olwin, H. Javid and O. C. 
Julian. A. M. A. Arch. Surg. 70:715-722 (May) 1955 [Chicago]. 


During the years 1947 to 1953 the authors performed 65 
embolectomies on 57 patients. Thirty-eight embolectomies in 
33 patients were successful, that is, pulses were restored. Twenty- 
seven embolectomies in 24 patients failed. Included in these 27 
failures are 6 that were technically successful in so far as the 
removal of the embolus and immediate restoration of pulses 
were concerned but in which the patient died at periods of five 
days to five months after the operation. There were 20 deaths 
in all, 14 occurring in the immediate postoperative period and 
six within six months after Operation. The failures were relaced 
more to the precarious cardiac siaius of the patient at the time 
of operation than to any other factor. The time interval from 
the onset of the embolus is important, as 34 of the successful 
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cases were operated on within the first 12 hours. Emboli were 
removed from the aortic bifurcation in six patients but only 
three lived; the other three died postoperatively in heart failure. 
In the three successful cases the patients were operated on within 
12 hours of the onset and the operation resulted in restoration 
of pulses distally. This series of cases represents a positive sur- 
gical approach to arterial embolism. Embolectomies were at- 
tempted in many patients whose general condition was poor. 
Propenents of conservative treatment emphasize the high mortal- 
ity associated with operation, and point out that spontaneous 
recovery is observed in some patients with acute embolic obstruc- 
tion. The authors favor surgical treatment, not only because 
most emboli may be removed under local anesthesia, and the 
additional shock of the operation is minimal, but also because 
it is often difficult to distinguish between embolism and throm- 
bosis. In most patients seen as emergencies one does not have 
records of previous pulses, and age and mode of onset of symp- 
toms may be misleading. As a result, the authors believe all 
patients should be explored if there is any doubt as to differenti- 
ation between thrombosis and embolus. An acute arterial ob- 
struction unrelieved by the release of arterial spasm should be 
surgically explored, particularly when it can be done under local 
anesthesia with little risk to the patient. Embolism of the aortic 
bifurcation constitutes a separate problem because of the need 
of general or spinal anesthesia. Although this is particularly true 
in the critically ill cardiac patient, exploration should be under- 
taken if at all possible since preservation of limb or life is rare 
without it. 


Simple Mastectomy for Carcinoma of the Breast—Reported 
Results. W. R. Deaton Jr. Surgery 37:720-725 (May) 1955 
[St. Louis]. 


Radical mastectomy is physiologically, psychologically, and 
cosmetically mutilating. Although it has a low mortality, it may 
leave the patient with a useless arm, and postoperative chest pain 
is not uncommon. Simple mastectomy and irradiation therapy 
would be a more desirable method of treating carcinoma of the 
breast if the results at least equaled those obtained with radical 
mastectomy. McWhirter of Edinburgh, Scotland, recently re- 
ported that simple mastectomy and roentgenotherapy had pro- 
duced better results, in his hands, than had radical mastectomy. 
Deaton believes that if McWhirter’s observation could be sub- 
stantiated, the prevailing opinions on the treatment of breast 
cancer would have to be modified. In an effort to evaluate 
McWhirter’s results, reports by other investigators on the treat- 
ment of breast carcinoma by simple mastectomy and irradiation 
were tabulated; the average five-year survival rate for 808 
patients was 59.6%. The average five-year survival rate following 
radical mastectomy, as reported by several authors, for 2,955 
patients was 54.5%. The difference (5.1%) in the two survival 
rates amounts to over twice the value of the standard error of 
the difference (2.2). Case selection may weight these statistics, 
but all patients treated by radical mastectomy were theoretically 
curable and many treated by simple mastectomy were not. Other 
factors, such as pathological type of cancer, grade of malignancy, 
duration of disease at time of treatment, and age of patient at 
time of treatment, may influence the results, but the reports cited 
do not give sufficient detail to permit adequate detailed compara- 
tive studies. McWhirter’s explanation for the apparent success 
of simple mastectomy and irradiation is based on three factors. 
1. If the disease is confined to the breast, simple mastectomy 
will provide a cure. 2. If the regional nodes are involved, surgery 
often fails to produce a cure. Since irradiation is acknowledged 
to be beneficial in recurrences and metastases, its use should 
likewise inactivate the tumor cells. 3. If the malignant cells have 
spread beyond the regional nodes, no method of therapy suc- 
ceeds. Many believe that the nature of the cancer and not the 
type of treatment deternNnes the outcome. 


Experience with Extrapleural Pneumothorax: Late Follow-Up 
Results in 179 Patients. A. Pulin and G. Ballarin. Chir. torac. 
$:63-78 (Feb.) 1955 (In Italian) [Rome, Italy]. 


A follow-up was made of 182 patients with pulmonary tuber- 
culosis who were treated by extrapleural pneumothorax between 
1947 and 1951. Two patients could not be traced and in one the 
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follow-up was inadequate. Eighteen patients were dead, 12 of 
these having died within the first two postoperative years (early 
death). Death was due to infection of the pleural cavity in 3, 
cardiac and respiratory insufficiency in 3 in whom the pneumo- 
thorax was ineffective and the disease had remained active, and 
homolateral or contralateral development of lesions in 10 in 
whom the lung reexpanded before the lesion had healed. The 
results were unsatisfactory in 26 patients, in 7 of whom a con- 
tralateral lesion was present, and satisfactory in 135, in 72 of 
whom the lung had reexpanded completely. The greatest number 
of patients with reexpansion of the lung in whom the results were 
good was found among those in whom the lung had remained 
collapsed for two and a half to five years. The lung should re- 
main collapsed at least 18 months to insure good results. In 
fact, although the results were good in 14 patients in whom the 
lung had reexpanded in a shorter time, they were unsatisfactory 
in 6, and 15 others had died. The outcome of an extrapleural 
pneumothorax depends on the topography and the nature of the 
lesion, the chance of recovery being greater when the coexisting 
parenchymal alterations are not marked and the cavity is located 
in the upper zones. Complications—hemorrhage and clot forma- 
tion, infection of the pleural cavity, empyema, and others—are 
common, and they greatly influence the final outcome of the 
treatment. Complications had occurred in 90 of the authors’ 
patients. The follow-up revealed satisfactory results in 57 of 
these and unsatisfactory results in 18 together with 12 early 
deaths and 3 late deaths. Of the 89 patients in whom complica- 
tions did not occur, the results were satisfactory in 78 and un- 
satisfactory in 8 (there were three late deaths among these). The 
findings in these patients are not unlike those observed after 
thoracoplasty or pulmonary resection. The authors obtained 
good results in 75.4% of the patients, but they believe that with 
a more suitable selection of the patients for extrapleural pneu- 
mothorax good results could be obtained in 92%. Patients for 
whom this operation is especially indicated are those who have 
a lesion that is relatively small, recent, located in the upper 
zones, and with pericavitary tissue that is relatively healthy or 
infiltrated but without signs of parenchymal fibrosis, sclerosis, 
or atelectasis, and who have a low sedimentation rate without 
a history of exudative pleurisy or intrapleural pneumothorax. 


Segmental Colitis: Results of Surgery. J. H. Manning, R. War- 
ren and A. S. Adi. New England J. Med. 252:850-853 (May 19) 
1955 [Boston]. 


Segmental colitis, also referred to as regional colitis and right- 
sided colitis, has been defined as a chronic, nonspecific or crypto- 
genic inflammatory ulcerative or hyperplastic lesion, involving 
long, short, or multiple segments of the colon. To further clarify 
the distinction between segmental colitis and the more common 
and discrete clinical entities of ulcerative colitis and regional 
enteritis, the authors require for the diagnosis of segmental coli- 
tis, an inflammatory disease involving primarily the colon but 
sparing, initially at least, the rectum. Thirty-four patients (15 
males and 19 females) seen by the authors between 1935 and 
1952 satisfied this criterion. Patients with secondary involvement 
of the ileum of a lesser extent than that of the colon were not ex- 
cluded, nor were those whose disease later spread to the rectum. 
Involvement of the ileum was present in 25 patients. Each of 
the 34 patients in this series was subjected to an anastomotic 
operation with or without resection of the involved intestine. 
The operation rendered 19 of the patients asymptomatic for an 
average period of 4.6 years, but roentgenologic or proctoscopic 
examination revealed evidence of mild persistent Or recurrent 
disease in five of these asymptomatic patients. The 19 asympto- 
matic patients included 15 of the 24 who had undergone resec- 
tion and 4 of the 10 in whom the involved intestine had not 
been resected. The anastomotic operations failed in 15 patients, 
7 of whom were restored to health by ileostomy, so that 26 
patients obtained a symptomatic cure. Of the remaining eight 
patients, five died and three were not relieved of their symptoms. 
Carcinoma of the colon developed in two of the patients. Seg- 
mental colitis occupies a midposition clinically and pathologically 
between ulcerative colitis and regional ileitis. Surgical manage- 
ment is necessary in most patients. An ileosigmoidostomy does 
not cause disability from diarrhea unless there is recurrence of 
the disease. Because it is not possible to predict in which patients 
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the disease will recur after an anastomotic operation, such an 
operation should be attempted in most patients before an ileos- 
tomy is performed. Unless there is a definite contraindication 
resection of the diseased intestine should be performed simul- 
taneously with the anastomosis or at a later date. 


Case of Cushing’s Syndrome of Unknown Pathogenesis Treated 
Surgically by Unilateral Adrenalectomy: Results After Two 
Years. G. M. Molinatti, A. Pizzini and R. Nejrotti. Minerva 
med, 46:650-656 (March 10) 1955 (In Italian) [Turin, Italy]. 


A case of adrenal cortical hyperfunction (Cushing's syndrome) 
with rapid onset and development is reported in a 33-year-old 
farmer. When first seen he had clinical signs typical of the con- 
dition, and the laboratory tests revealed an extremely high uri- 
nary output of the 17-ketosteroids (116.4 mg.), while that of the 
corticoids was only slightly increased. Because the roentgeno- 
grams failed to reveal the presence of a suprarenal mass, it was 
difficult to establish the origin of the condition. An exploratory 
operation confirmed the findings of the roentgenograms. A\l- 
though both adrenals appeared normal in shape and volume, 
one of them was removed. Histological studies revealed no struc- 
tural and cellular alterations, but there was a marked increase 
of the lipids in the three layers of the adrenal cortex. Immedi- 
ately after the adrenalectomy, the daily urinary excretion of 
the 17-ketosteroids decreased rapidly and progressively (66 mg. 
two days later) whereas that of the corticoids increased. The 
patient was followed for two years, during which time the excre- 
tion of the 17-ketosteroids remained slightly higher than normal, 
and that of the corticoids, aside from the brief postoperative 
increase, did not change substantially, although it did show a 
slight tendency to increase. As for the clinical signs, the diabetes 
and the obesity that were present when the patient was first seen 
did not change; the cutaneous alterations and the hypertension 
were moderately improved; the muscular strength and hemato- 
logical findings returned to normal; and the impotence disap- 
peared. Despite this improvement, however, a certain degree 
of hyperactivity of the adrenal cortex was still evident at the 
time of writing. The absence of neoplasms in both adrenals, the 
findings in the adrenal that was removed, and the difference 
between the preoperative and postoperative course of the con- 
dition suggest that the Cushing’s syndrome was caused by a 
primary cortical adrenal hyperfunction without hyperplasia. This 
case indicates that it is impossible to diagnose a malignant neo- 
plasm of the adrenal cortex on the basis of hormonal studies 
alone. 


Usefulness of Mean Erythrocyte Volume in Surgical Interven- 
tien on the Thorax. W. Kole and K. Paul. Wien. med. Wechnschr. 
105:391-393 (May 14) 1955 (In German) [Vienna, Austria]. 


In 20 healthy men and 20 healthy women the mean erythro- 
cyte volume according to Moro’s method was determined as 
volume index by the relation of total erythrocyte volume to the 
number of erythrocytes per cubic centimeter of blood. The mean 
values in men were 994, and in women 1014, i. e., an index of 
1. The mean erythrocyte volume also was determined in patients 
with pulmonary tuberculosis before they underwent surgical 
treatment and after surgical treatment consisting of extrapleural 
pneumonolysis, apicolysis combined with thoracoplasty, lobec- 
tomy, and pneumonectomy. The mean erythrocyte volume of 
patients with extrapleural pneumothorax was similar to that of 
healthy persons. In these patients the reduction of respiratory 
surface was compensated for by polyglobulism with normal 
mean erythrocyte volume or by the healthy circulatory system, 
or the reduction of the respiratory surface was so slight that 
mechanisms of compensation were not manifest. The mean 
erythrocyte volume of patients with lobectomy was moderately 
but significantly increased, and this increase was even more pro- 
nounced in patients with pneumonectomy. An increase of mean 
erythrocyte volume before the surgical intervention suggests that 
great demands have already been made by the circulation and 
the erythropoietic system on the patient’s capacity for compensa- 
tion; values of mean erythrocyte volume exceeding 1.2 must be 
considered as definite contraindication for surgical intervention. 
Determinations of total erythrocyte volume and of mean eryth- 
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rocyte volume are indispensable in the course of the clinical 
examination of patients with pulmonary tuberculosis before a 
decision concerning surgical intervention on the thorax is made. 


Fractures of the Upper Extremity in Children. J. C. Ivins. 
Minnesota Med. 38:296-298 (May) 1955 [St. Paul]. 


A plea is made for conservatism in treating fractures in chil- 
dren. The heavy periosteum that surrounds the bone in children 
may help to prevent displacement. Most of the time it makes 
for satisfactory manipulation and easier closed reduction. Nature 
will do a wonderful job in healing these fractures and normal 
function will be restored, as a rule, if physicians will simply 
assist nature to the extent of restoring alignment and providing 
proper immobilization for an adequate length of time. Thus 
completely satisfactory results can be obtained by traction or by 
closed manipulation and immobilization in plaster. Certain epi- 
physial injuries at the elbow may require open reduction when 
the aponeurosis is completely torn and the condylar fragment 
is rotated completely out of the joint and turned upside down 
or when avulsion of the internal epicondyle is associated with 
complete outward displacement of the elbow and frequently with 
damage to the ulnar nerve. The head of the radius in children 
must never be excised; in case of marked displacement of the 
upper radial epiphysis a short incision may be necessary to re- 
store the parts under direct vision, and a Kirschner wire can be 
introduced from the back of the elbow through the capitellum 
into the shaft of the radius to hold its position for two or three 
weeks until early formation of callus occurs. 


NEUROLOGY & PSYCHIATRY 


Risk of Paralytic and Nonparalytic Forms of Poliomyelitis to 
Household Contacts in Nonepidemic Years. M. Siegel, M. 
Greenberg and P. Stone Jr. New England J. Med. 252:752-756 
(May 5) 1955 [Boston]. 


The primary objective of this study was to determine the 
probability of clinical infection among household members after 
the occurrence of poliomyelitis in a member. Data bearing on 
these problems have been collected in New York City since 1949. 
The results obtained in the 1949 epidemic were reported previ- 
ously. The data obtained in the succeeding nonepidemic years, 
from 1950 to 1953, inclusive, are described in the present com- 
munication. Data were obtained from 3,028 household units in 
which one or more cases of poliomyelitis occurred during the 
four-year period of observation. Multiple cases were reported 
in 2.7% of these households. It was found that the probability 
that paralytic infection would develop in household members 
after the onset of a case in the family was greater when the initial 
case was paralytic than when it was nonparalytic. On the other 
hand, the risk of subsequent nonparalytic infection seemed to 
be greater when the initial case was nonparalytic. These differ- 
ences were most striking among household members under 15 
years of age. The attack rate among household members after 
the occurrence of the first case compared to that observed in the 
general population was greater in the nonepidemic years of 
1950-1953 than in the epidemic of 1949. 


Epinephrine-Mecholyl Test (Funkenstein Test): Its Value in 
Determining the Recovery Potential of Patients with Mental 
Disease. L. Alexander. A. M. A. Arch. Neurol. & Psychiat. 73: 
496-514 (May) 1955 [Chicago]. 


Funkenstein’s prognostic test was administered to 201 con- 
secutive patients prior to treatment. The results were correlated 
with the outcome of the therapy. The Funkenstein test consists 
in measuring the blood pressure changes and observing the im- 
mediate clinical and psychological response of the patient, first 
to an intravenous injection of 0.025 mg. of epinephrine, then to 
an intramuscular injection of 10 mg. of methacholine (Mecholyl) 
chloride. The epinephrine test allows division of the patients 
into two major groups—those with and those without epineph- 
rine-precipitable anxiety. The Mecholy! test allows division of 
the patients into six fairly distinct groups based on their blood 
pressure response patterns. A seventh blood pressure reaction 
group is based on the epinephrine test and consists of those 
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whose increase in blood pressure is inadequate when epinephrine 
is injected intravenously. A description of the seven major blood 
pressure reaction groups is given according to the definition in- 
troduced by Funkenstein and colleagues, except for certain 
additional qualifying characteristics that emerged in the course 
of the author’s clinical experience with the Funkenstein test. 
Each of the seven major groups may be divided into two sub- 
groups, one of them associated with the presence, the other with 
the absence, of epinephrine-precipitable anxiety. The author 
was able to confirm Funkenstein’s thesis that prognostic impli- 
cations can be derived from the epinephrine-Mecholyl test. The 
recovery potential is high in patients with a greatly enhanced 
response to Mecholyl, either in a cholinergic-muscarinic or an 
adrenergic-nicotinic direction; it is slightly less in patients with 
a moderately enhanced response; low in patients in whom one 
of the responses (that to epinephrine) is below par; and inter- 
mediate in those whose autonomic responses do not significantly 
differ from those of normal persons not under stress. Absence 
of epinephrine-precipitable anxiety is prognostically favorable 
in cholinergic (muscarinic) overreactors, while, the presence of 
epinephrine-precipitable anxiety is prognostically favorable in 
the adrenergic (nicotinic) overreactors. The most marked choli- 
nergic and adrenergic overreactors responded best to electro- 
shock therapy—of which a combined convulsive-nonconvulsive 
variant was used. Of the patients whose response to epinephrine 
was inadequate, none recovered with electroshock and/or 
psychotherapy. Epinephrine-precipitable anxiety nowhere rep- 
resented a prognostically favorable item for response to electro- 
shock therapy. Epinephrine-precipitable anxiety is a prognosti- 
cally favorable item for patients undergoing insulin therapy. 
In the most favorable and the most unfavorable blood pressure 
reaction groups the predictive value of the epinephrine-Mecholyl 
test exceeds the predictive value of clinical diagnosis. 


The Analeptic Action of Peripheral Electrical Stimulation in 
Insulin Coma. C. H. Jones, P. H. Blachly and J. M. Brookhart. 
A. M. A. Arch. Neurol. & Psychiat. 73:560-564 (May) 1955 

It has been stated that transcerebrally directed current can 
restore consciousness by way of diencephalic stimulation. This 
transcerebral-diencephalic stimulation theory is mentioned in 
reports on nonconvulsive electroshock therapy and reports on the 
treatment of barbiturate coma by nonconvulsive techniques. 
With respect to barbiturate-induced coma this hypothesis has 
been challenged by two of the present authors, Blachly and 
Brookhart. These investigators found that the respiratory aug- 
mentation accompanying electrical stimulation can be ascribed 
solely to the activation of afferent nerves and that direct stimu- 
lation of the brain is not an essential element. It was further 
observed in barbiturate-depressed dogs that electrical stimula- 
tion of the legs produced respiratory responses and behavioral 
arousal that were identical with those produced by stimulation 
through the head. The studies described here aimed to determine 
whether peripheral electrical stimulation will also influence the 
course of insulin-induced coma. Two schizophrenic patients who 
were completing therapeutic series of 50 coma hours were first 
selected and were awakened by peripheral electrical stimulation 
on each of five trials. Five additional schizophrenic patients 
were chosen whose patterns of response to insulin were also well 
known and who had no history of spontaneous awakenings. 
Arousal from deep hypoglycemic coma was produced by periph- 
eral electrical stimulation in each of i5 trials on these seven 
patients. No relationship was seen between the length of stimu- 
lation required for arousal and the duration of coma prior to 
stimulation or the blood glucose level. Two arousals occurred 
with no significant increase in blood glucose, and one arousal 
occurred with a marked decrease in blood glucose. The demon- 
stration of an analeptic action of peripheral electrical stimulation 
in hypoglycemic coma indicates that the same effect reported for 
similar currents applied to the head is most probably due to 
stimulation of peripheral nerves, and not to a transcerebral 
action. Termination of hypoglycemic coma by means of periph- 
eral electrical stimulation does not depend on an increase in 
blood glucose, but is thought to be due to an arousal mediated 
by the ascending portion of the reticular activating system. 


J.A.M.A., July 30, 1955 


Tuberculomas of the Central Nervous System: Review and 
Report of Four Cases Successfully Managed with Surgery and 
Chemotherapy. M. Schwartz, R. A. Gilman, J. S. Robey and 
others. Ann. Int. Med. 42:1076-1088 (May) 1955 [Lancaster, 
Pa. 


Tuberculomas of the central nervous system can be managed 
successfully by surgery and antituberculous chemotherapy. 
Three of the patients reported were American Indian women, 
and the fourth was an Alaskan Indian man. The first patient, a 
19-year-old woman, had symptoms of right frontal brain tumor. 
Craniotomy disclosed a firm tumor at the base of the brain over 
the sphenoid ridge that extended into the base of the anterior 
fossa. Most but not all of the tumor mass was removed. The 
pathologic diagnosis was tuberculoma of the right frontal lobe. 
When examination demonstrated that meningitis was also pres- 
ent treatment with 1 gm. of dihydrostreptomycin a day, 50 mg. 
of streptomycin intrathecally every other day, and 10 gm. of 
p-aminosalicylic acid a day was started. After one month the 
dihydrostreptomycin and intrathecal injections of streptomycin 
were decreased to twice a week. Two months later the intrathecal 
therapy was discontinued, a total of 1,500 mg. of streptomycin 
having been given over a 13 week period. The dihydrostrepto- 
mycin given intramuscularly over a seven and one-half month 
period was 81 gm. Despite incomplete removal of the tumor, 
inevitable spillage during the operation, and the short course of 
therapy, the patient remained well, as evidenced by negative 
spinal punctures performed 10 and 13 months after discharge 
from the hospital. In the second patient, a regimen of three 
antituberculous drugs prevented the development of meningitis 
after removal of the tuberculoma. In the third patient, a tuber- 
culoma was found at a second craniotomy. Here again menin- 
geal involvement was prevented by giving antituberculous drugs. 
Death resulted from extensive brain damage and bronchopneu- 
monia nine months after operation. At autopsy no evidence of 
extraneural tuberculosis, tuberculous meningitis, or other tuber- 
culomas was found. The fourth patient had a history of tubercu- 
losis that involved the pericardium, lungs, peritoneal cavity, 
cervical lymph nodes, and the spinal epidural space. A dorsal 
laminectomy was performed, with removal of the lamina of the 
9th, 10th, and 11th vertebrae and exposure of the dura. A soft, 
cellular, bleeding tumor could be seen extending the length of 
the laminectomy and displacing and compressing the dural sac. 
Part of the tumor was removed. Postoperatively the patient was 
treated as if tuberculous meningitis existed. The incidence of 
tuberculomas is estimated now at from | to 3% of brain tumors, 
whereas at the end of the 19th century they accounted for a 
much larger percentage. Tuberculoma should be considered in 
patients with signs of brain tumor, particularly when there is a 
history of tuberculosis, and when the patient belongs to a race 
(American Indian or Negro) in which the incidence of tubercu- 
losis is high. 


Mysoline in Treatment of Infantile Epilepsy. L. Brizio. Clin. 
pediat. 37:137-147 (Feb.) 1955 (In Italian) [Bologna, Italy]. 


Primidone (Mysoline) was used in the treatment of 154 pa- 
tients with epilepsy. The 32 patients of this group who were less 
than 12 years old were observed for 6 to 15 months. For various 
reasons four of them were not included in the study. Of the 
others, 13 had grand mal seizures, 4 petit mal, 8 focal, 2 Jack- 
sonian, and | post-traumatic epilepsy. About 65% of these 
patients had not been influenced by previous therapies with the 
standard anticonvulsants. Nineteen of them were treated in the 
hospital, and on these, besides repeated electroencephalograms, 
a total of 30 arteriograms, 19 pneumoencephalograms, and 8 
operations was carried out. The daily dose of the drug, which 
was administered in 0.25 gm. tablets, ranged from 0.5 to 1.25 
gm. according to the age of the patient and the type of epilepsy. 
The therapy was continued for 15 months, and it benefited 
71.4% of the patients. The attacks were entirely controlled in 
five patients with grand mal seizures and were improved by 70% 
in five; they were controlled also in two patients with focal epi- 
lepsy, while a 50% improvement was obtained in four; the two 
patients with Jacksonian epilepsy were greatly improved; and 
good results were obtained in four patients with petit mal 
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Seizures, The results were fair (symptoms reduced by 33%) in 
three patients with grand mal and in one with focal epilepsy. The 
condition remained unchanged in one patient with grand mal, 
in two with focal epilepsy, and in the one with post-traumatic 
epilepsy. The electroencephalograms confirmed the clinical im- 
provement; in some patients the abnormal waves disappeared 
entirely. Side-effects were never observed, nor was there evidence 
of acquired tolerance to the drug. 


Depressive States Treated with Isonicotinyl Hydrazide (Isoni- 
azid): A Follow-Up Study. H. M. Salzer and M, L. Lurie. Ohio 
M. J. 51:437-441 (May) 1955 [Columbus, Ohio]. 


Thirty-one women and 14 men between the ages of 20 and 70, 
23 of whom had psychoneurotic depressions, 11 agitated depres- 
sions, and 11 manic-depressive depressions, were treated with 
isoniazid. After a complete neurological examination and psy- 
chiatric evaluation the patients were given 100 mg. of isoniazid 
orally three times a day; this dose was later increased to 100 mg. 
four times daily in a few patients. The more severely depressed 
patients were also given 100 mg. parenterally once or twice a 
week, and recently 100 mg. daily. Usually the dosage was held 
below the equivalent of 5 mg. per kilogram of body weight, the 
level beyond which undesirable side-effects have been reported, 
and in only two cases was more than 400 mg. given per day. 
Administration of the drug was continued for several weeks after 
the symptoms of depression had disappeared. Tapering off of the 
drug was not regarded as essential, but was considered preferable 
to abrupt termination of therapy. The patients were followed for 
at least one month and some for more than one year, the average 
period being four months. Of the 45 patients, 31 (68.8%) im- 
proved after receiving isoniazid. In a series of 41 patients with 
agitated, psychoneurotic, and manic-depressive depressions who 
had been treated with isoniazid and were reported on previously 
by the authors, 30 (68.3%) improved. Thus of the total of 86 
patients, 59 (68.2%) improved and 27 were considered thera- 
peutic failures. Ten of these 27 patients failed to show improve- 
ment even after receiving subsequent electric shock therapy. 
Some improvement was usually noted within three weeks if the 
patient was going to respond. Isoniazid appeared to be signif- 
icantly more effective in the treatment of patients less than 50 
years of age than in the older age groups. No serious side-effects 
or toxic reactions were observed in the 86 patients. Mild gastric 
distress was noted in a few cases, but this was relieved when the 
drug was taken after meals. Another series of 13 additional 
patients was given isoniazid and electric shock therapy concur- 
rently to determine whether the isoniazid could significantly re- 
duce the number of electric shock treatments necessary to cure 
the depression. Some of the patients definitely seemed to improve 
on fewer shock treatments than previous clinical experience had 
led the authors to believe would be necessary, but additional 
studies will be necessary statistically to substantiate this impres- 
sion. The results obtained in the 86 patients indicate that isoni- 
azid deserves a place in the psychiatrist’s armamentarium for the 
treatment of depressions. 


The Rejection of Help by Some Disabled People. I. Alger and 
H. A. Rusk. Arch. Phys. Med. 36:277-281 (May) 1955 [Chicago]. 


Certain disabled persons absolutely refuse to accept help of 
any kind from anyone and deliberately or unconsciously try to 
sabotage a rehabilitation program when it is offered them. These 
are neurotically competitive individuals whose conflicts in this 
regard existed prior to the onset of their disability. Such an 
attitude about obtaining help is by no means restricted to those 
who are disabled, but is a widespread attitude in our culture. 
In order to treat these patients successfully, all the factors op- 
erative in them and on them must be understood and evaluated, 
e. g., what problems are due to the disability itself, to the quality 
of the available physical therapy, to the patient's attitude, and so 
forth. Similarly, the psychiatric skill and attitudes of the ther- 
apists must be examined. A conviction on the part of a therapist 
that physical disability constitutes a true inferiority could rule 
out any benefit to the patient from therapy administered by this 
person. Only when the psychological factors present in both the 
disabled patient and his therapist are understood and adequately 
dealt with can rehabilitation result. 
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The ‘Neurological Manifestations of Cat Scratch Disease. L. 


: Weinstein and R. H. Meade Ill. Am. J. M. Sc. 229:500-505 
(May) 1955 [Philadelphia]. 


A 17-year-old girl entered the hospital with a tentative diag- 
nosis of poliomyelitis because of signs of meningeal irritation 
and weakness of the legs. It had been her custom for some time 
to allow a pet cat to sit on her abdomen while she lay in bed; 
as a result, she had suffered numerous scratches in this area. 
Seven days before admission, she was scratched deeply on the 
dorsum of the right hand. Four days later a severe throbbing 
headache, a temperature of 102 F, and nausea and vomiting 
appeared. Diarrhea and severe back pain were also present. 
The following day the neck and back became stiff. Two days 
later she was hospitalized because of weakness of both legs 
and loss of sensation extending to the hips. The diagnosis of 
encephalomyelitis due to cat scratch disease was made on the 
basis of (i) a history of a wound produced by a cat, (2) axillary 
and subpectoral pain and tenderness, (3) evidence of an inflam- 
matory reaction at the site of the scratches, (4) a positive en- 
dermal reaction with cat scratch antigen with a negative test 
in a family control, and (5) the development, about one week 
after injury, of a clinical picture characterized by an abnormal 
Spinal fluid, sensory and motor losses, and marked emotional 
disturbances. A review of the nine cases of “encephalitis” that 
have been reported in association with cat scratch disease re- 
veals three different syndromes. Manifestations of encephalitis 
alone, of myelitis and radiculitis alone, or of encephalomyelitis 
may occur. It is possible that the invasion of the nervous system 
by a virus or an allergic reaction may be responsible for the 
neurological disturbances that occur in cat scratch disease, 


PEDIATRICS 


Continuous Prophylaxis of Streptococcal Infection with Oral 
Benzathine Penicillin G in Rheumatic and Congenital Heart 
Disease. J. H. Esbenshade. Pennsylvania M. J. 58:475-480 
(May) 1955 |Harrisburg, Pa.|. 


In September, 1952, a supervised program of rheumatic fever 
prophylaxis was begun under the sponsorship of the Lancaster 
County Heart Association, in which indigent rheumatic chil- 
dren residing in the county could receive penicillin prophylaxis 
against streptococcic infection. Benzathine penicillin tablets, in 
doses usually of 300,000 units daily, before meals, were admin- 
istered throughout the fall, winter, and spring of 1952-1953, 
and, with a temporary interruption, Guring the same period in 
1953-1954. Prophylaxis was resumed again in September, 1954, 
using a dosage of 200,000 units daily. The dose was doubled 
on evidence of virus infection. The patients were clinically ex- 
amined, and electrocardiograms were taken at intervals. None 
experienced a recurrence of rheumatic fever during the prophy- 
lactic program, despite exposure to virus and other infections 
in contacts. No evidence of penicillin sensitivity was observed. 
Sensitization apparently does not occur from continuous pro- 
phylaxis with oral benzathine penicillin. The series included 138 
individuals, all but three of them children. One hundred and 
thirty-one, from 106 families, had rheumatic fever; 14 had con- 
genital heart malformations, of whom 7 are included in the rheu- 
matic fever series, since rheumatic fever was superimposed on 
the underlying cardiac disease. Moderate to severe heart damage 
was present in about 50% of the rheumatic patients; in most of 
the others, signs of cardiac impairment in milder form were de- 
tectable. Details available on the rheumatic history of 36 families 
showed a strong hereditary susceptibility. In 76% of those for 
whom the date of the initial attack was known, onset occurred 
in the period from December to May. About one-half of the 
patients had had two or more recurrences, most of which also 
developed throughout the winter and spring. Ideally, penicillin 
prophylaxis should be administered daily to rheumatic patients 
the year round and perhaps indefinitely. Prophylaxis should be 
continued at least through each school year. Recurrent rheu- 
matic attacks exact a heavy toll in relentless progression of 
heart impairment and in repeated costs for hospitalization and 
medical care, with increasing disability and economic hardship, 
ahd ultimately, for many, early death. Yearly expenditure for 
continuous penicillin prophylaxis is insignificant. 
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The Successful Treatment of Beta Hemolytic Streptococcal In- 
fections in Children with a Single Injection of Repository Peni- 
cillin (Benzathine Penicillin G). B. B. Breese and F. A. Disney. 
Pediatrics 15:516-521 (May) 1955 [Springfield, IIl.]. 


Benzathine penicillin G, a long-acting repository form of 
penicillin, was used over the period of 30 months ending July 1, 
1954, in 1,175 children with proved beta-hemolytic streptoccic 
infections. When a child had an illness suggestive of a strepto- 
coccic infection a throat culture was made, but if the clinical 
signs made a streptococcic infection very probable, treatment 
in the form of a single intramuscular injection of 600,000 units 
of benzathine penicillin G was given at once. If there was 
reasonable doubt, the result of the culture (usually available in 
24 hours) was awaited before the dose was administered. This 
single intramuscular injection cured the acute infection promptly 
and prevented recurrences or complications in 94% of patients. 
No clinically recognized cases of rheumatic fever or nephritis 
were seen in this series. No severe reactions were noted. 


Therapy of Acute Rheumatic Fever. A. K. Done, R. S. Ely, 
L. E. Ainger and others. Pediatrics 15:522-536 (May) 1955 
{Springfield, Ill.]. 


The 62 children with acute rheumatic fever reported on ranged 
in age between 3'2 and 15 years. Fourteen were treated with 
corticotropin, 14 with cortisone, 21 with salicylates (6 with 
sodium salicylate and 15 with acetylsalicylic acid), and 13 with 
bed rest alone. Corticotropin was administered intramuscularly 
in initial doses that ranged from 0.9 to 1.7 International units 
per pound of body weight per day. The drug was administered 
in divided doses at 6-hour intervals; in those receiving ACTH 
gel, 12-hour intervals were used. Cortisone was administered 
either intramuscularly or orally in initial doses that ranged 
from 1.4 to 4.1 mg. per pound of body weight per day, with 
most of the patients receiving 2.5 to 3.0 mg. per pound per 
day. The drug was administered at 4-hour to 6-hour intervals. 
Sodium salicylate or acetylsalicylic acid was given orally in ini- 
tial doses of 0.3 to 1.4 grains (20 to 90 mg.) per pound of body 
weight per day; most of the patients received approximately 
1 grain (65 mg.) per pound per day. The drugs were administered 
in divided doses at 4-hour intervals. Joint symptoms responded 
somewhat more rapidly to corticotrépin or cortisone than to 
salicylates, but an impressive response occurred to all of the 
drugs. Fever subsided within a few hours to two days in almost 
all patients treated with any of these drugs. Elevated erythrocyte 
sedimentation rates returned to normal much more rapidly in 
the corticotropin (mean 16 days) and cortisone (mean 12 days) 
groups than in the salicylate (mean 43 days) or bed-rest (mean 
48 days) groups. Although laboratory evidence of “rebound” in 
the form of an elevation of erythrocyte sedimentation rate oc- 
curred in 52% of patients in the hormone-treated groups upon 
reduction or withdrawal of therapy, clinical evidence of “re- 
bound” was rare in these groups but relatively common among 
the salicylate-treated patients. Three years after discharge from 
the hospital, 6% of the hormone-treated patients and 82% of 
those not treated with hormones had residual cardiac mur- 
murs. The appearance of new murmurs after discharge was rare 
in the hormone groups, and the murmurs that appeared were not 
persistent. New, persistent murmurs were relatively common 
after treatment with salicylates or bed rest alone. The importance 
of adequate dosage and individualization in therapy of rheumatic 
fever with corticotropin and cortisone is stressed. The initial 
daily dose should be continued until all laboratory and clinical 
evidence of rheumatic activity had disappeared. The therapy 
should be decreased gradually, but only if the patient shows no 
evidence of reactivation of rheumatic fever. 


Primary Malignant Tumor of the Heart in Infancy: Case Report 
and Review of the Subject. M. A. Engle and F. Glenn. Pediatrics 
15:562-574 (May) 1955 [Springfield, Il.]. 


A 4-month-old boy seemed healthy until 24 weeks before 
admission, when after a brief febrile illness he became cranky, 
ate less well, and occasionally vomited. On the morning of ad- 
mission he appeared restless and refused his feedings. He was 
found to be im heart failure. The baby had been examined at 
frequent intervals since birth, which had followed an uncom- 
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plicated pregnancy. From the age of 2 weeks a resting pulse 
rate of 120-130 per minute had been noted and from 3 months, 
a gallop rhythm had been present. The following diagnostic 
possibilities were considered: paroxysmal tachycardia; endo- 
cardial fibroelastosis; specific or nonspecific myocarditis; peri- 
carditis with effusion; glycogen storage disease of the heart; beri- 
beri heart disease; coronary occlusion; anomalous origin of left 
coronary artery from pulmonary artery, and cardiac tumor. 
When his cardiac decompensation persisted despite therapy for 
relief of heart failure, it was apparent by the seventh hospital 
day that litthke could be accomplished medically and that if 
surgery offered a chance of relief, it would have to be under- 
taken without delay. At operation a tumor was found involving 
primarily the right ventricle but extending onto the left ventricle 
and engulfing the left coronary artery. Implants were seen in 
the pericardium and on the pulmonary artery. Although the 
infant withstood the operation well, he became increasingly more 
dyspneic and cyanotic and died on the 11th hospital day. At 
postmortem, metastases were found in the lungs, regional lymph 
nodes, and thymus. Microscopic examination of the tumor re- 
vealed that it was a rhabdomyosarcoma. The diagnosis of rhab- 
domyosarcoma is made when cross striations are demonstrable 
in the neoplastic cells. Twelve such neoplasms have been re- 
ported. The ages of the patients at death were 42 months and 
from 14 to 75 years; in two the ages were not reported. This 
patient is the second infant with this particular tumor reported. 


Congenital Duodenal Obstruction: A Clinical, Roentgenological, 
Surgical and Follow-Up Study in 29 Cases. S. Eek. Am. J. Roent- 
genol. 73:713-734 (May) 1955 [Springfield, IIl.}. 


Twenty-one boys and eight girls between the ages of 2 days 
and 11 years with congenital, organic obstruction of the duod- 
enum were treated at the pediatric department of the Rikshos- 
pital in Oslo, Norway, between 1927 and 1952. In 5 of the 29 
patients the obstruction of the duodenum was caused by intrinsic 
stenosis and in the remaining 24 by extrinsic stenosis. The ob- 
struction was caused by an annular pancreas in | of the 24 
patients, while malrotation of the intestine with or without vol- 
vulus was the cause of the obstruction in the other 23. Vomiting 
of bile-stained material with secondary desiccation dominated 
the clinical picture of all the patients. Permanent duodenal ob- 
struction, whether it was of an intrinsic or an extrinsic char- 
acter, was manifested by uninterrupted vomiting in 14 patients. 
In the remaining 15S patients, the vomiting was periodic and the 
Stenosis was intermittent and always of the extrinsic type and 
all these patients belonged to the group with malrotation of 
the intestine and volvulus. Twenty-five patients underwent roent- 
gen examination, which in 24 was performed with the aid of a 
barium contrast meal introduced directly into the stomach 
through a stomach catheter. The use of small quantities of 
barium sulfate entails no risk when the patient’s stomach and 
duodenum are aspirated before and after the examination and 
are kept empty until the obstruction is overcome. In none of the 
patients were there any complications. The evidence on which 
suspicion of obstruction of the duodenum was confirmed usually 
consisted of enormous dilatation of stomach and duodenum oral 
to the obstruction; the degree of dilatation was, as a rule, pro- 
portional to the degree of the stenosis. To decide whether the 
obstruction is intrinsic or extrinsic, examination of the colon 
with the aid of a barium enema should be done if the patient's 
condition permits it. In one of the patients, the barium enema, 
besides its diagnostic aid, also was of therapeutic value since a 
volvulus was untwisted with its help. Six of the 29 patients 
died without any surgical intervention. Among the 23 patients 
operated on there were three postoperative deaths from post- 
Operative volvulus, postoperative paralytic ileus, and faultily 
made anastomosis respectively. The operations performed varied 
greatly in technique. Nineteen of the 20 patients who survived 
the operation were observed for four months to 23 years. Eight- 
een were perfectly well on reexamination. Three had had transi- 
tory abdominal symptoms since the operation, and the remaining 
15 had had no discomfort since their discharge from the hospital. 
One patient had persistent slight abdominal discomfort. Among 
eight patients surviving gastrojejunostomy there was none in 
whom ulcer of the jejunum developed. 
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Chronic Abdominal Pain in Children. H. R. FE. Wallis. Practi- 
tioner 174:579-583 (May) 1955 [London, England]. 


The diagnosis of chronic abdominal pain in children is often 
difficult, but can be ascertained in nearly every case. A careful 
history should be taken, with special reference to the milk supply 
(to check the possibility of tuberculosis or brucellosis) and the 
family history of convulsive disorders (in case of masked epi- 
lepsy). Examination should be directed not only to the abdomen 
but also to the nose, mouth, chest, and spine (upper respiratory 
infections, dental causes, referred pain). A tuberculin test should 
be performed. The urine should be examined microscopically, in 
case of renal stone or chronic pyelitis. Roentgenography may be 
indicated; a plain film of the abdomen, barium meal examina- 
tion, barium enema, and intravenous and retrograde pyelograms 
may be used. Agglutinations for Brucella abortus and a brucellin 
skin test may help to elucidate some obscure cases. An electro- 
encephalogram is indicated if no organic cause can be found and 
the disorder is paroxysmal. The cases in which pain is of psychic 
origin are few. They can often be elucidated by the child’s own 
history, but it should never be presumed that pain is psychogenic 
until other causes have been ruled out. Finally, recurrent neu- 
tropenia is a possible, though rare, cause of chronic abdominal 
pain in children. 


Infectious Hepatitis in Children. C. G. Grulee and H. P. Brawner. 
J. Louisiana M. Soc. 107:188-193 (May) 1955 [New Orleans]. 


Infectious hepatitis is a disease of prime importance to any 
physician who cares for children. Its greatest incidence is in 
children between the ages of 4 and 14 years. The severity of 
the disease is as a rule directly proportional to the age, ranging 
from mild cases in infants without jaundice to severe cases in 
older jaundiced children. The vague symptoms of the nonicteric 
form frequently occurring in infants and young children are 
particularly difficult to recognize. Even though the clinical course 
of the disease in these young persons is often prolonged, they 
seldom suffer permanent liver damage. The fact that they excrete 
virus in their stools over many months constitutes a difficult prob- 
lem in preventive medicine which has not yet been solved. The 
treatment of infectious hepatitis in children, as in adults, is 
almost entirely symptomatic. Prevention of the disease is pos- 
sible by careful attention to personal hygiene and by the use 
of gamma globulin. Effective levels of passive immunity are 
obtained with doses of gamma globulin as small as 0.01 cc. per 
pound of body weight if given at least seven days before the 
expected onset of jaundice. Protection can be expected to per- 
sist for as long as six weeks. 


Poisoning Due to Petroleum Products. P. M. Thompson. Arch. 
Pediat. 72:35-50 (Feb.) 1955 [New York]. 


Of 62 cases of poisoning caused by petroleum products in 
children, 55 were due to kerosene, 6 to gasoline, and one to 
lighter fluid. In the kKerosene-poisoning group, the ages of the 
patients ranged from 9 to 45 months. Clinical histories of the 
55 patients revealed coughing in 21; 25 were depressed or stupor- 
ous, and 25 vomited. Sixteen showed definite pulmonary changes 
with rales and rhonchi. Pneumonia developed in 37 patients 
(69%) as detected by roentgenograms or autopsies. The inci- 
dence of pneumonia in those who vomited and/or had gastric 
lavage (25 of 32 patients) was 19% greater than in those who 
neither vomited nor had gastric lavage (12 of 23 patients). Two 
of the 55 patients who ingested Kerosene died. At autopsy both 
had a small amount of a serous or serosanguineous pleural effu- 
sion. The lungs were heavy, moist, and red. Microscopically a 
hemorrhagic edema, foci of pneumonic consolidation with a 
predominance of mononuclear leukocytes, the formation of 
hyaline membranes lining the alveoli, and necrosis and desqua- 
mation of the bronchial mucosa were seen. The main diagnosis 
was one of a peribronchial and peribronchiolar type of pneu- 
monia typical of aspiration, characterized by mononuclear leu- 
kocytic infiltration and hyaline membrane formation. In the six 
children with gasoline poisoning the ages ranged from 12 to 41 
months. Two had coughs, four were depressed, and two vomited. 
The number of patients was too small for correlation of pneu- 
monia with vomiting and gastric lavage. 
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Neurologic Disorders in Children: A Study of 282 Hospital 
Cases. A. Friedman and A. Levinson. Arch. Pediat. 72:51-69 
(Feb.) 1955 [New York]. 


One hundred and fifty-five boys and 127 girls with neurological 
disorders were studied at the neurological service of the chil- 
dren’s division of the Cook County Hospital in Chicago between 
June 1, 1953, and June 1, 1954. According to a classification of 
neurological disorders based on causation, 5 of 282 patients had 
heredodegenerative and metabolic disorders, 28 congenital mal- 
formations, 37 birth injuries, 65 meningitis, 37 encephalitis and 
encephalopathy, 25 craniocerebral trauma, 23 disorders of the 
vascular system and blood, 6 neoplastic conditions, 50 con- 
vulsions and mental retardation, and 6 neuromuscular dis- 
orders. These data suggest that the bulk of neurological dis- 
orders in children observed in hospital practice consists of 
acute disorders, as contrasted with the chronic nature of most 
of the neurological conditions observed in hospitalized adults. 
The most frequent neurological conditions in children are menin- 
gitis and encephalitis. Cerebral birth injuries constitute the next 
largest group of neurological disturbances in children. Although 
antibiotics have completely changed the outlook in the inflam- 
matory conditions of the central nervous system, no notable ad- 
vances have been made in recent years in the prevention or 
treatment of cerebral birth injuries, and these are still the most 
frequent cause of permanent neurological damage. Congenital 
malformations constitute a fairly large group and with the prog- 
ress made in neurosurgery the outlook in some of them is chang- 
ing favorably. Craniocerebral trauma also constitutes a large 
group, although this may be due to the fact that the patients in 
the authors’ series belonged mostly to the lower economic strata. 
Subdural hematoma is not rare in infants (12 of the authors’ 
cases), and is amenable to surgical treatment. Of the 18 Negro 
patients with hematological disorders, 4 had sickle cell anemia, 
which, in Negro patients, must always be considered among the 
causes of acute neurological manifestations. Only 4 of the 282 
patients had Sydenham’s chorea, the incidence of which has 
decreased markedly in the last two decades. Lead encephalopathy 
was observed in five patients. It is far from rare as a cause of 
acute neurological manifestations in children, and because of 
the disastrous effects on mental development of prolonged lead 
intoxication, this cause of neurological disease must be looked 
for carefully in order to apply appropriate treatment promptly, 
Heredodegenerative conditions of the central nervous system 
are infrequently seen in children. Convulsions are the most fre- 
quent neurological manifestations in children and a thorough 
work-up is required in order to evaluate completely their sig- 
nificance in any particular case. 


Enuresis. S. H. Johnson Ill and M. Marshall Jr. Pennsylvania 
M. J. 58:485-489 (May) 1955 (Harrisburg, Penn.]. 


Johnson and Marshall discuss observations on 455 patients re- 
ferred for enuresis to Children’s Hospital of the University of 
Pennsylvania in the past eight years. Most of these had had 
previous medical and/or psychiatric care of a routine type; 43% 
were girls. Nocturnal enuresis alone was present in 89% and 
both diurnal and nocturnal enuresis in 11% of cases. There were 
two cases of diurnal enuresis. Organic changes of the urinary 
tract were found in nearly half of the patients with enuresis. This 
agrees with the generally accepted incidence of organic enuresis 
among cases referred for study following failure of routine treat- 
ment. Among the 218 patients having organic changes, there 
were 59 who could not be considered as having true enuresis, 
leaving 159 cases with true organic enuresis. Of the 218 patients 
exhibiting organic changes, 86 had urinary tract symptoms 
in addition to enuresis, while only 32 of the 237 with func- 
tional enuresis had additional urinary tract symptoms. Upper 
urinary tract abnormality was found in 15% of the patients hav- 
ing organic changes. In those with organic enuresis, the best re- 
sults were obtained by endoscopic resection of a contracted blad- 
der neck. The general average of cures in organic enuresis is not 
Significantly greater than that obtained in functional enuresis 
with many empirical types of therapy. Therefore, many children 
found to have uropathological changes may have functional 
enuresis. However, the correction of urinary tract abnormalities 
is essential to prevent irreparable damage. There is no specific 
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treatment for enuresis. Much can be accomplished by proper 
habit formation. Parents should realize that the basic responsibil- 
ity for functional enuresis is theirs. The child’s sense of security 
and self-confidence should be built up by loving reassurance and 
encouragement, rather than be destroyed by a neurotic, ego- 
centric, emotional mother. The burden of guidance falls upon 
the family pediatrician or physician. He can achieve a lasting 
result through encouragement and a change of attitude in the 
child. The child should be made to void at a regular hour be- 
fore bedtime. The hour of his bed-wetting should be determined, 
and then this act should be anticipated and the child awakened 
and placed on the toilet until he voids. Diet should be concerned 
only with the elimination of diuretics, like coffee, tea, or cocoa, 
and the use of nonconstipating foods. The limitation of fluids 
has no scientific basis. At this time the best generally available 
treatment in functional enuresis appears to be an apparatus that 
assists the formation of a normally conditioned bladder reflex. 
The device involves the use of a pad on which the child sleeps 
with knowledge and consent. If wetting occurs, a bell rings 
awakening the child and signaling him to go to the toilet. Later 
both a bell and a light were incorporated as a conditioning stim- 
ulus. The use of such an apparatus has effected cures in as high 
as 889 of cases. 


UROLOGY 


Bilateral Adrenalectomy in Carcinoma of Prostate. E. H. Ray. 
J. Urol. 73:712-715 (April) 1955 [Baltimore]. 


Ray performed bilateral adrenalectomy in six patients with 
advanced carcinoma of the prostate in reactivation following 
periods of remission after orchiectomy that ranged from 14 
months to 62 months. The operation was done in one stage using 
a modified lateral kidney approach. There were no postoperative 
deaths in this group. Five patients had no evidence of osseous 
metastasis at the time of original diagnosis and orchiectomy with 
institution of estrogen therapy. The sixth had orchiectomy done 
elsewhere and was not seen by Ray until just prior to adrenal- 
ectomy 14 months later. In all five castration and estrogen 
therapy were followed by regressive change in the carcinoma, 
which was dramatic in one, good but not complete in two and 
only fair in two. At the time of adrenalectomy all of the six 
patients showed extensive metastasis (to bone in five and to 
lymphatics in one), with recurrence of bladder neck obstruction 
in one. All but one of the patients experienced relief from pain 
almost immediately after adrenalectomy, varying in degree from 
moderate to complete and lasting from only a few weeks in 1 
to 14 months in another. Two showed no objective evidence of 
improvement following adrenalectomy. In four there was objec- 
tive evidence of some regression. The author feels that elimina- 
tion of adrenocortical function in patients whose prostatic car- 
cinomas have become reactivated after a period of remission 
induced by castration and estrogen therapy will result in a 
second period of remission for some and marked relief from 
pain in most. This second period of remission with regression 
of the tumor will not occur as frequently as that which occurs 
primarily following orchiectomy nor does it seem likely to be 
as enduring. 


Erythroplasia of Queyrat with Invasive Carcinoma and with 
Coincidental Carcinoma in Situ of Urethra. H. Wechsler, L. L. 
Spivack and A. L. Dean. J. Urol. 73:697-702 (April) 1955 
[Baltimore]. 


Erythroplasia of Queyrat is a precancerous lesion of the penis, 
‘which is rare, and therefore often unrecognized. The case pre- 
sented concerned a man, aged 59, who, when hospitalized in 
1953, complained of an exquisitely tender glans penis. His lesion 
had first been noticed as a small, red spot over 30 years before. It 
did not bother him and seemed to be quiescent for about 20 years. 
‘In the next 10 years there had been a slow but steady growth. 
In 1947 when he had received effective x-ray therapy for squam- 
ous carcinoma of the mouth, a swelling in the right groin was 
also found and was diagnosed as granuloma inguinale, although 
Donovan bodies were not found. The Frei test for lymphogran- 
uloma inguinale was negative. The patient was given tartar 
emetic, and the inguinal lesion healed in five months, He re- 
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turned to the hospital in August, 1949, with symptoms sugges- 
tive of coronary sclerosis. Physical examination of the genitalia 
and inguinal region showed extensive scarring of the right groin 
and a deformity of the penis due to retraction of the prepuce. 
A third admission occurred in March, 1952, because of pain in 
the glans penis. The glans was now markedly reddened and 
“raw.” Palpation of the glans and coronal region caused much 
pain. Since local treatment had no effect on the lesion or the 
pain, the patient was advised to undergo amputation of the 
penis. He thereupon left the hospital. In September, 1953, the 
patient entered the hospital because he could no longer tolerate 
the pain. The lesion was bright red, irregularly circular, with 
a sharp border and very tender to touch. A diagnosis of erythro- 
plasia of Queyrat was made and the patient was again advised 
to have his penis amputated. He now consented. Microscopic 
studies on the surgical specimen led to the following diagnoses: 
erythroplasia of penis, superficially invading epidermoid carci- 
noma of the glans near the meatus, carcinoma in situ of the 
urethra, and fibrosis of interstitial tissues of the penis. Nine 
months later the patient was still well. This case of erythro- 
plasia of Queyrat shows the tendency to chronicity and to 
malignant change. Histological proof of cancer in the early lesion 
has never been shown, and it is likely that carcinoma started in 
the tissue that had been involved for many years. The finding 
of a separate carcinoma of the urethra is interesting, but multiple 
cancers of the genitourinary tract have been described previ- 
ously. 


Aluminum Gel Dietary Prophylaxis After Extensive Nephrolith- 
otomy. R. M. Spellman and V. F. Marshall. J. Urol. 73:660-662 
(April) 1955 [Baltimore]. 


It has been suggested that the high incidence of recurrence 
of calculi after extensive nephrolithotomy might be reduced by 
the use of aluminum gels in conjunction with a diet low in 
phosphate content (Shorr regimen). Further to evaluate the 
effectiveness of this regimen Spellman and Marshall reviewed the 
records of 18 patients with typical staghorn calculi in whom 
extensive nephrolithotomy was performed at the New York 
Hospital between 1946 and 1953. In the immediate postoperative 
course the nephrostomy tubes were irrigated only to insure their 
patency. After the first week, gentle daily irrigations were usu- 
ally employed. The nephrostomy tube was removed about the 
20th postoperative day. As soon as the patient was able to eat 
a general diet he was placed on the Shorr regimen. Fourteen 
of the 18 patients were followed for growth or recurrence of 
stone for periods varying from one to seven years postoperatively. 
In no instance did a new stone appear or a residual fragment grow 
while the patient was definitely following the program. In some 
instances defection from the prophylaxis promptly resulted in 
a recurrence. The postoperative recurrence rate in other series 
in which the regimen was not stressed has generally been high. 
The authors do not advocate complete nephrolithotomy in all 
cases of staghorn renal disease. The observations from this and 
previous studies indicate that if such extensive surgery is car- 
ried out it should be followed by conscientious application of 
the aluminum gel dietary program. 


New Data on the Artificial Kidney. L. Bartrina. Presse meéd. 
63:589-590 (April 23) 1955 (In French) [Paris, France]. 


Although hemodialysis with the artificial kidney has been 
considered a dangerous procedure, to be used only when other 
methods have failed, not a single mishap occurred in 200 patients 
treated by Bartrina, who believes that the artificial kidney should 
be used early in the course of the nephropathic emergency. When 
hemodialysis is performed in patients whose lesions are revers- 
ible, the blood urea and xanthoprotein readings taken a few 
hours after the completion of dialysis are lower than those 
taken immediately afterward. This fact demonstrates that hemo- 
dialysis has not only a mechanical but also a biological effect. 
In irreversible cases (as verified by autopsy in many instances) 
the blood urea increases after the completion of hemodialysis. 
This phenomenon occurs presumably because, when renal func- 
tion no longer exists and the urea-laden blood suddenly is re- 
placed by dialyzed blood, urea from the tissues enters the blood 
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in great quantities. Thus, early use of the artificial kidney, while 
some portion of kidney is still able to respond to the stimulus of 
dialysis, is of the utmost importance. Bartrina uses the tech- 
nique of fractionated hemodialysis with a specially constructed 
apparatus allowing of bedside application. The patient has to 
undergo only one withdrawal and one transfusion of his own 
blood, which is never exposed to the air in the process. With the 
exercise of caution and proper sterilization, no destruction of 
red blood cells occurs, nor is there danger from pyrogens. Mild 
hyperpressure with an oxygen current oxygenates the blood and 
speeds the dialyzing process to one-fourth of what it was in the 
past. The artificial kidney should be used in all patients with acute 
reversible uremia, extrarenal uremia, postoperative intoxication, 
hepatic intoxication, shock, burns, sublimate intoxication, et 
cetera. The treatment is also indicated as maintenance or sympto- 
matic therapy of hyperglycemia, blood electrolyte imbalance, 
rheumatism, uric hyperacidity, and chronic and progressive 
nephritis. In the latter category, dialyses repeated at intervals 
of from one to three months have proved satisfactory. Several 
patients have been maintained for more than a year at 0.5 to 5.7 
gm. of urea per 1,000 cc., whereas they formerly had blood 
urea levels of 1 to 2 gm. per 100 cc. Cure cannot be obtained 
in these patients, but their lives can be prolonged. In uremia 
with reversible lesions and extrarenal uremia, the success of the 
artificial kidney cannot be denied. 


THERAPEUTICS 


Treatment of Mycotic Infections with Candida Albicans by a 
New Antifungal Antibiotic, Nystatine. E. Drouhet. Presse méd. 
63:620-623 (April 27) 1955 (In French) [Paris, France|. 


The effect of a new antifungal antibiotic, nystatine, was tested 
in vitro on a number of strains of Candida and Geotrichum and 
in vivo On experimental infections in rabbits and on 35 persons 
with generalized or localized infections with C. albicans. In 
vitro, the drug was effective against all the strains, that is, 55 
varieties of Candida and 5 of Geotrichum, inhibiting their 
growth to concentrations ranging between 1.56 and 12.5 mcg. 
per cubic centimeter. The drug’s action was more potent in a 
liquid medium than in a gelose one, and it was fungicidal as 
well as fungistatic. The administration of nystatine to rabbits 
with intestinal infestation with C. albicans lessened the amount 
of the yeast in the intestine. The mortality among rabbits intra- 
venously infected with C. albicans was 100%, but parenteral 
administration of 40 mg. of nystatine daily for five days reduced 
this rate to 62.5%. Massive doses (3 gm. per kilogram) of the 
drug introduced into the digestive tract of the animals produced 
no toxic effects. Nystatine was very effective both clinically and 
from the laboratory point of view in the 35 patients treated. 
Digestive and urinary disturbances cleared, and oral lesions dis- 
appeared. The organisms disappeared from, or were diminished 
in, the mouth, blood, stools, and urine four or five days after 
the administration of the antibiotic, the dosage varying between 
0.2 and | gm. a day. Three patients had relapses about two 
weeks after cessation of treatment. 


Urecholine in Myasthenia Gravis. H. Schwarz. Canad. M. A. J. 
72:346-35i (March 1!) 1955 [Toronto, Canada]. 


Choline esters, which resemble acetylcholine in action, have 
been tri@@ in myasthenia gravis, and eventually bethanechol 
(Urecholine) chloride was found, which is singularly free of 
undesirable effects. The effects of this choline ester were evalu- 
ated on 10 patients with myasthenia gravis intermittently over 
a three-year period, and also fn two control patients with bulbar 
palsy for one month. Bethanechol, when given in comparatively 
large doses (200 to 250 mg. daily), increased the muscle strength 
and significantly lessened the need for prostigmine in 9 of the 
10 patients with myasthenia. Bethan@chol plus less prostigmine 
produced a greater and more sustained increase in muscle 
strength than did larger doses of prostigmine given alone or 
prostigmine with ephedrine. Bethanechol, while in no way re- 
placing prostigmine, appears to be a useful adjunct in the treat- 
ment of myasthenia gravis. Patients with this disease possess 
a remarkable tolerance for large doses of this drug. Since the 
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completion of this report it has been found that cyanocobala- 
min (vitamin Bw), given intramuscularly in a daily dose of 1 
mg., potentiates the action of bethanechol in myasthenia gravis. 


Biological and Clinical Study of a Synthetic Heparin-like Sub- 
stance: Dextran Sulfate. E. Donzelot, H. Kaufmann and G. 
Dauzier. Semaine hdp. Paris 31:1475-1480 (April 30) 1955 
(In French) |Paris, France}. 


Dextran sulfate is a nontoxic, synthetic anticoagulant with 
a heparin-like action. Study of its in vivo effect on the circula- 
tion shows that it does not produce fibrinogen precipitation or 
platelet agglutination—the two effects by which the toxicity of 
other synthetic anticoagulants is most clearly demonstrated. Its 
anticoagulant action is sometimes superior to that of heparin, 
but the hypocoagulability it produces seldom leads to hemor- 
rhagic complications. It is most effective when given intra- 
venously, but it is also beneficial when given intramuscularly 
and this is often an advantage. It is well tolerated and easy to 
manage: the only tests needed are the Howell and Quick times 
and even these are not necessary unless the treatment is in- 
tensive. Some minor side-effects may be seen (e. g., allergic 
and vasomotor disturbances, mild diarrhea, and loss of hair in 
a few patients), but they are regressive and disappear either 
spontaneously or when treatment is suspended. The clinical 
effect of dextran sulfate was investigated in 60 patients with 
various venous, arterial, and exudative conditions and the re- 
sults were found to be, on the whole, better than those obtained 
with heparin. Improvement occurred more rapidly and even 
patients resistant to treatment with heparin or a combination 
of heparin and dicoumarin derived substantial benefit from dex- 
tran sulfate. The venous conditions in which a favorable re- 
sponse was obtained included typical phlegmasia alba dolens, 
neoplastic phlebitis, periphlebitis, and various sequelae of phleb- 
itis, especially postphlebitic edema. Excellent results were also 
obtained in arterial conditions, whatever their seat (coronaritis, 
chronic arteritis of the legs, certain cases of cerebral arteritis, 
or arterial emboli). The pain of peripheral arteritis, in par- 
ticular, disappeared rapidly, and the local temperature of the 
affected limb increased. The only significant hemorrhage seen 
occurred in the one patient who showed no response to dextran 
sulfate; he had Buerger’s disease and. was in poor condition. 
The fact that the hemorrhage occurred although the coagulation 
tests were within normal limits shows that care must be used in 
treating patients in poor condition with dextran sulfate, no less 
than with heparin. The results obtained in various exudative 
conditions, notably postphlebitic edema, were similar to those 
obtained with heparin. Electrophoretic studies indicate that dex- 
tran sulfate has a more intense effect on lipids than heparin. 
Whether this property will prove to be beneficial in the treat- 
ment of patients with atherosclerosis remains to be seen. 


On the Use of Dehydroisoandrosterone in Pilot Fatigue. G. 
Rotondo. Riv. med. aeronaut. 18:78-88 (Jan.-March) 1955 (In 
Italian) |[Rome, Italy]. 


In many pilots, especially in some who were extremely 
fatigued, the author observed a syndrome characterized by 
asthenia, lack of appetite, dyspepsia, attacks of melancholia, 
apathy, hypotension, and sometimes poor general condition. 
Some of these manifestations are found in patients with hypo- 
adrenia. The hypothesis that a defective or at least an altered 
function of the adrenal cortex was present in these persons 
seemed to be confirmed when an assay of the 17-ketosteroids in 
the urine gave subnormal values. On the basis of this finding, 
the author gave dehydroisoandrosterone to seven jet pilots, with 
from 500 to 1,100 hours of flight, in whom the above-mentioned 
signs were evident. In some of them aeroneurosis was present. 
The treatment consisted in the suspension of all flying activity, 
absolute rest, and prolonged administration of “Neutrostress.” 
This preparation, which is obtained by combining 10 mg. of 
dehydroisoandrosterone with 5 mg. of methylandrostenediol, was 
given at first orally (two tablets daily), but when prompt results 
were not obtained the parenteral route was used. The therapy 
was continued for periods of 15 to 30 days alternating with 
treatment-free periods that varied in length according to the 
severity of the symptoms. A notable improvement in the sub- 
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jective symptoms together with the restoration of energy and 
of capacity for concentration and mental work was observed 
after the first days of the therapy. The arterial pressure was 
increased slightly, some patients gained weight, and the general 
condition was improved. The urinary excretion of the 17-keto- 
steroids was increased from an average pretreatment value of 
9.07 + 1.04 to an average value of 14.37 + 1.98 mg. These 
results indicate that the administration of dehydroisoandro- 
sterone influenced the hypoadrenia, which was the main cause 
of the patients’ illness. At the end of the treatment, all the 
patients except one, in whom dyspeptic disturbances were still 
present at the time of writing, resumed flying. 


INDUSTRIAL MEDICINE 


The Estimation of Health Hazards from Air Pollution. W. C. L. 
Hemeon. A. M. A. Arch. Indust. Health. 11:397-402 (May) 1955 
[Chicago]. 


In a consideration of aerosol sampling in research on atmos- 
pheric pollution and health, the principal problem is in obtaining 
samples of significant particle size undiluted by the omnipresent 
large particles of irrespirable sizes. Significant data on atmos- 
pheric concentrations apart from composition can be obtained 
by light scattering measurements either on filter paper or in 
atmospheric suspension. The available scientific data are not 
adequate to elucidate the question of chronic health hazards 
from air pollution. There is, however, no question concerning 
the effects of acute exposures to pollutants in the air. Fatalities 
and illnesses in acute smog episodes appear to be a result of 
simple irritation of the respiratory tract as distinct from systemic 
poisoning. There is much evidence to support the hypothesis that 
the irritant is particulate matter, whether liquid or solid, rather 
than gaseous. The author~believes that only the water-soluble 
fraction in acute smog episodes contributes to the irritant effect. 
A study of the composition of this fraction obtained from two 
smog samples collected in the course of two of the most notori- 
ous episodes of acute air pollution in Donora, Pa., in October, 
1948, and in London, England, in December, 1952, was carried 
‘ out. Results showed that both these samples were rich in sulfates 
and chlorides of ammonia. It is suggested that acidic salts (in 
particular, metal ammonium sulfates) may be the primary sub- 
stances responsible for respiratory irritation in smog episodes. 


Parathion Spray Concentrations and Residues in Quebec Apple 
Orchards. P. E. Braid, J. P. Windish and C. R. Ross. A. M. A. 
Arch. Indust. Health. 11:408-412 (May) 1955 [Chicago]. 


Samples of spray mist were taken during spraying operations 
with parathion, and leaf and air samples were collected sub- 
sequently in three apple orchards. Sprays containing 3 to 4 Ib. of 
15% parathion wettable powder per 1,000 Ib. of water were 
applied at the rate of 0.12 to 0.15 Ib. of the 15% wettable 
powder per tree. Under low wind velocities (3 to 4 miles per 
hour) there was no significant concentration of parathion in the 
air within one hour, or more, after spraying. The authors’ data 
indicate that with the spraying technique used in their studies, 
symptoms of severe parathion poisoning are not likely to occur, 
provided that elementary precautions are observed. Never- 
theless, several cases of parathion poisoning have occurred in 
this area. In each case that could be investigated, it was found 
that some gross exposure to parathion occurred as a result of 
negligence. Typical of such exposures were direct skin exposure 
during nozzle cleaning, wearing of nonwaterproof clothing 
drenched with spray, or excessive skin contact with the con- 
centrated parathion during tank filling. Thus it appears that 
many of the users of this insecticide have not yet been sufficiently 
impressed with the need for proper handling of an insecticide as 
toxic as parathion. 


Medical and Economic Factors Relating to the Compensable 
Back Injury. A. S. Russek. Arch. Phys. Med. 36:316-323 (May) 
1955 [Chicago]. 


The compensable back injury is a special problem and differs 
from other industrial injuries in costs and time loss. Analyses 
of large groups of cases indicate that symptomatic treatment is 
inadequate, thereby causing many patients to present chronic 
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problems. Early recognition of the functional diagnosis and 
treatment along specific, objective lines produces better end- 
results. Due appreciation of fatigue as a factor is essential for 
understanding the patient with back pain. The term “fatigue” 
does not refer to muscular exhaustion from overwork, but to 
that state of muscular inadequacy associated with prolonged 
tension without relaxation. This is apparently due to the 
accumulated metabolites of persistent muscular contraction and 
diminished tidal volume of blood in the tense muscles. Working, 
sitting, and sleeping positions are therefore extremely important 
in the prevention of fatigue. There is no correct standard posture. 
Every person should always assume the most comfortable posi- 
tion in every situation, regardless even of gross postural defects. 
The treatment of patients with chronic back pain has five objec- 
tives: (1) correction of posture, if possible (with corsets, braces, 
or other mechanical devices, if necessary); (2) relief of pain, 
tenderness, and trigger point tenderness in order to break up 
reflex phenomena (physical therapy, local anesthesia, and/or bed 
rest may be required); (3) release and relaxation of tense muscles 
(heat, massage, active and passive exercises, etc.); (4) provision 
for occupational therapy under supervised conditions to pre- 
serve or develop work tolerance and work capacity as physical 
improvement permits; and (5) detailed instruction of the patient 
regarding postural habits and training for other work, if neces- 
sary. Long-standing chronic cases present problems in rehabilita- 
tion and require intensive therapeutic teamwork, 


RADIOLOGY 


Cancer of the Larynx: Five-Year Results, with Emphasis on 
Radiotherapy. C. C. Wang and A. R. O'Donnell. New England 
J. Med. 252:743-747 (May 5) 1955 [Boston]. 


The authors report on 253 patients with cancer of the vocal 
cords or the immediately adjacent structures. The group included 
patients who were registered in the tumor clinic or were seen 
in the department of radiology at the Massachusetts General 
Hospital from 1931 to 1949 inclusive. This interval allows for a 
minimum follow-up period of five years. Cancer of the larynx 
is a disease of men: 240, or 95% of the entire group were males, 
or a ratio of 19 men to 1 woman. Histologically all but one 
patient had squamous-cell carcinoma. Primary radiation treat- 
ment was given to 161, and surgery to 84 patients; 8 received no 
treatment. The evaluation of the results was based on the stage 
of the disease at the time of therapy. The Nielson and Strandberg 
classification is outlined, and tables indicate the number of pa- 
tients in each stage, and the results obtained with surgery or 
radiation. Well-filtered 200-kv. x-rays with at least 0.5-mm. 
copper filter (half-value layer of 1 mm. of copper) are used with 
satisfactory results. Two direct opposing portals with a field 
size of 4 by 5 cm. for the vocal-cord lesions and 6 by 8 cm. for 
more extensive disease are employed. Daily treatments are given 
alternately to both sides of the neck. Estimated tissue doses of 
5,000 to 6,000 r are delivered to the cancer-bearing area at 
the rate of 200 to 250 r a day, the entire course of therapy 
covering four to six weeks. This amount of radiation should 
produce a skin reaction in the form of a brisk, wet radioder- 
matitis, particularly at the anterior midline of the neck, since 
the two lateral portals of entry must be overlapped at this point. 
During the course of treatments regular, frequent, indirect laryn- 
goscopic examinations are mandatory to follow the response of 
the tumor and disclose possible laryngeal edema. The edema 
should be avoided, for it may narrow the glottic space and de- 
crease the radioresponsiveness of the tumor. The treatment of 
early cancer of the vocal cords, stage 1 and 2, by either radio- 
therapy or surgery is attended by a high percentage of success. 
The preservation of a useful voice should make radiotherapy the 
treatment of choice. In advanced cancer of the larynx, stage 3 
with supraglottic extension, a trial of radiotherapy may be 
carried out when careful observation is possible. If the disease 
is not controlled radical surgery is still available. In stage 4, 
when remote metastases have developed, the results by radio- 
therapy and surgery are equally poor. Even in this group, how- 
ever, if no cervical lymph nodes are involved, 1 in 4 patients 
may survive symptom free for five years after radiotherapy. This 
study confirmed that early cancer of the larynx is one of the 
curable cancers. 
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QUERIES AND MINOR NOTES 


AMINOPHYLLINE FOR MYOCARDIAL INFARCTION 


To tHe Epitor:—I/t has been my routine practice to prescribe 
aminophylline for victims of myocardial infarction secondary 
to coronary thrombosis. It has been almost routine to keep 
these patients on a regimen of aminophylline the rest of their 
lives. In so doing I seem to sleep a little bit better at night 
hoping it may dilate their coronary vessels at least a little. 
I have doubted the wisdom of the prolonged use of amino- 
phylline but would like to know what the latest trend of 
thought is on this subject. M.D., North Carolina. 


ANSWER.—The question of the value of aminophylline for the 
prevention of recurrent myocardial infarction due to coronary 
thrombosis is one that has never been subjected to carefully 
controlled critical appraisal, at least there are no completely 
satisfactory studies in this regard. Reports of animal and clini- 
cal studies have been equivocal in terms of dilatation of the 
coronary arteries. Gold, Kwit, and Otto (J. A. M. A. 108:2173 
[June 26] 1937) performed a double blindfold test on 100 pa- 
tients to determine the effect of the xanthines on pain. Not one 
patient in this series could tell by his symptoms whether he was 
receiving aminophylline or sugar of milk. Therefore, it must 
be concluded that while aminophylline enjoys widespread use, 
the evidence is not critically validated in support of this treat- 
ment for coronary thrombosis or insufficiency. 


SEROLOGIC TESTS 

To tHE Epiror:—A woman, aged 29, who showed a negative 
Wassermann test in August 1954, married in September, 1954, 
and became pregnant. In January, 1955, three successive blood 
samples showed positive serologic tests (Kline, Mazzini, and 
Kolmer). Her husband’s test is negative. No history of or 
signs of syphilis could be elicited, and no evidence of other 
disease capable of altering the complex could be determined. 
Ten daily injections of 1,000,000 units of penicillin were ad- 
ministered. Four days later the serology was still positive. How 
Should the future course of this patient be managed? 


M.D., New Jersey. 


ANSWER.—This may be a case of a false positive Wasser- 
mann, and it is suggested that the case be so recorded and treat- 
ment discontinued. The amount of penicillin the patient received 
is adequate, and, if the serology remains positive, it would be 
considered that the patient does not have an infection of syphilis. 
No further treatment should be carried out unless the patient 
develops clinical manifestations of the disease. The inquirer does 
not mention the intensity of the positive serologic tests. That 
may be of importance, and a weak positive test would increase 
the doubt of infection. 


BREAST FEEDING AND POLIOMYELITIS 
To THE Epitor:—/s there evidence that breast feeding of infants 
alters the subsequent incidence of poliomyelitis? 
M.D., Pennsylvania. 


ANSWER.—In earlier times it was a common belief that breast- 
fed infants were less susceptible to acute infectious diseases than 
those who were bottle fed. In recent years interest in the subject 
has been revived. Valquist and Hogstedt ‘Pediatrics 4:401 [Oct.] 
1949) state “most children receive with their mothers’ milk, 
homologous antibodies of various types during the first few 
months of life.” However no evidence seems to have been pro- 
duced that would indicate mothers’ milk may contain sufficient 
antibody to protect a newborn infant from poliomyelitis. 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


EXPERIMENTAL CORONARY ARTERY DISEASE 

To THE Eprror:—Some physicians say that research work done 
on dogs for coronary sclerotic disease is useless when these 
experiments are applied on human beings because dogs do 
not have arteriosclerosis. What is your opinion? What animals 
would you recommend to be used for experiments in the re- 
vascularization of the myocardium? M.D., New York. 


ANSWER.—A distinction should be made between infiow 
through the coronary arteries and arteriosclerosis of the coro- 
nary arteries. The arterial disease does not produce death from 
the disease itself. The dangerous aspects of coronary arterial 
sclerosis is due to reduction of blood flow through the sclerotic 
arteries. It is true that this reduction in blood flow cannot be 
produced satisfactorily by trying to reproduce the sclerotic proc- 
ess. However, the inflow through the arteries can be reduced by 
surgical methods. The method that has been used has been to 
carry out partial or complete ligation of one or more coronary 
arteries. This reduces inflow of blood and can be compared to 
reduction of inflow brought about by arteriosclerosis. There 
should be no conflict in acceptance of the experimental work on 
revascularization of the heart, provided this distinction is borne 
in mind. Vascular changes have been produced experimentally 
in chickens, rabbits, and dogs, but these methods are not readily 
applicable to the study of revascularization because the amount 
of narrowing of the arteries is unpredictable. The experimental 
work on revascularization must be controlled scientifically, and 
the experimenter must know how much occlusion he has pro- 
duced and where the occlusion is located. Surgical methods 
accomplish these occlusions better than any other method. 


SNAKE BITE 


To THE Epitor:—What is the technique of the so-called ethyl 
chloride treatment of snake bite? M.D., Louisiana. 


ANSWER.—A tourniquet is applied immediately and ethyl 
chloride is sprayed over the bitten area to the point of frost and 
is repeated until a bucket and ice are available. “The extremity 
is then immersed in ice water for from 12 to 18 hours depend- 
ing on the size of the snake and severity of the bite.” The tourni- 
quet is removed after five minutes in ice water. This technique 
is based on the reduction of an enzymatic action by half for 
every 10 degrees (C) drop in temperature and is known as the 
“L-C” (ligature and cold) method, proposed by Herbert L. 
Stahnke, Ph.D. Against this treatment are the dangers of slough 
from unwitting freezing of the skin, vascular and tissue damage 
from prolonged immersion in ice water (trench foot and immer- 
sion extremity), encouragement of anaerobic growth in the 
wound, and formation of pseudothrombi from noncellular extra- 
vasation from the capillary bed during the warm-up period, with 
subsequent sloughing and tendon exposure. The tourniquet, 
multiple incision, and suction technique following the head of 
swelling is still the local treatment of choice in Crotalus en- 
venomization. It is doubtful that ethyl chloride spray, without 
freezing the overlying tissue solid, would affect venom deposited 
at a depth of % in. 


HOT TAR BURNS 
To THE Epiror:—What is the best solvent for removing tar from 
the skin? Frequent burns of this nature are encountered, and, 
other than ether, which is very unsatisfactory, I have found 
no good preparation for removing it. 
W. M. McBride, M.D., Alexandria, La. 


ANSWER.—Burns as the result of hot tar can be easily cared 
for, usually by the use of sterile mineral oil. The application 
of the mineral oil makes it a simple procedure to remove the 
tar that is adherent to the skin. The practice is to apply the 
mineral oil and then to gently cleanse the entire area with soap 
and water and apply the usual compressive occlusion dressing. 
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HORMONES FOR ELDERLY PATIENTS 

To THE Epitor:—The regular administration of testosterone and 
estrogen in people over 60 years of age is advocated by 
Masters and Ballew (Geriatrics 10:] [Jan.] 1955) who state 
that the drugs should be given in the ratio of 20 mg. of 
testosterone to 1 mg. of estrogen, regardless of sex (or regard- 
less of former sex, according to the authors). The dose advised 
is not stated. Such medication is envisaged for the total elderly 
population in order to maintain both physical and mental 
well being. Do other endocrinologists have precise information 
about this? What is the exact dosage? Are these hormones 
taken regularly apt to be cancer producing? 


M.D., Georgia. 


ANSWER.—There is no quantitative data on the dosage of 
testosterone and/or estrogen in the elderly patient. The average 
male (up to 50 years of age) utilizes about 50 to 75 mg. of 
testosterone propionate weekly. The menstruating female utilizes 
about 1 mg. of stilbestrol equivalent daily. From clinical ex- 
perience, the oral combination of androgens and estrogens 
affords anabolic synergism in dosages smaller than if either 
hormone is used alone; such combinations neutralize each other’s 
influence on genital tissues, thus preventing masculinizing or 
feminizing symptoms. Both androgens and estrogens normally 
occur in both sexes, but in different quantities, as ascertained 
indirectly by comparison of urinary estrogens, androgens, and 
17-ketosteroid excretions. No single androgen-estrogen prepara- 
tion is suitable for all patients. There is no evidence that either 
testosterone or estrogen will produce cancer; however, routine 
examinations should be made with particular reference to the 
genital tract and breasts in women and to the prostate gland in 
men prior to instituting androgen-estrogen therapy. If malignant 
disease exists, or is suspected, a combination of androgen- 
estrogen therapy is contraindicated. 


ACCURATE CHLORIDE DETERMINATION 
To THE Epitor:—Please describe and evaluate the urinary test 
for estimation of degree of adherence to sodium deprivation 


regimen. Luther Newhall, M.D., Santa Cruz, Calif. 


ANSWER.—For accurate scientific purposes, sodium must be 
determined directly. This is a task for a trained chemist, gen- 
erally using a flame photometer. Since analyses of electrolytes 
in blood are gaining increased importance, a growing number 
of hospitals are acquiring this apparatus. The question seems to 
refer chiefly to the practical need of checking dietary control 
by a busy physician. This problem may pertain to gross viola- 
tions of diet or to small errors. Chloride estimations are then 
depended on for indirect calculation of sodium values. The 
crudest check, in office or at bedside, requires only one solution 
containing 1% silver nitrate and 2% nitric acid and another 
solution containing 0.5 gm. of pure sodium chloride per liter. 
Any protein in the urine is removed by acidification with acetic 
acid, boiling, and filtering. Small equal volumes of urine and 
sodium chloride solution are placed in similar tubes, and an 
equal number of drops of silver nitrate solution are added to 
each. The density of the resulting white cloud in the tubes is 
compared. Either the urine or the sodium chloride solution may 
be diluted until the precipitate in the two appears equal, and 
simple arithmetic then gives the approximate percentage in the 
urine. The majority of dietary errors are gross enough to be 
revealed by this simple test. For more accurate chloride deter- 
mination, the Whitehorn modification of the original Volhard 
silver nitrate titration is described in laboratory manuals and 
is usable in an office or small laboratory. A simplified office 
or bedside quantitation was described by Bryant, Job, Phillips, 
and Blecha (J. A. M. A. 140:670 |June 25] 1949). It calls for 
only two solutions, namely a 10% solution of potassium chro- 
mate and an 0.73% solution of silver nitrate. Both may be kept 
in dropper bottles, the latter in dark glass. With another dropper, 
10 drops of urine are placed in a Kahn type of test tube. Add 
1 drop of potassium chromate, and shake. The silver nitrate 
solution is added drop by drop, with shaking, to the end-point 
of a permanent light brown or brick red color. Each drop of 
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silver nitrate used represents approximately 250 mg. of sodium 
chloride or 100 mg. of sodium per liter. Estimation of sodium 
by means of chloride rests on the assumption of excretion almost 
exclusively in the form of sodium chloride. Two main fallacies 
must be guarded against; first, the ingestion of sodium bicar- 
bonate or other nonchloride sodium salts; second, the presence 
of other chloride or halogen salts, such as bromides, or par- 
ticularly the potassium chloride, which is an important constitu- 
ent of salt substitutes in the diet. 


CLICKING IN EAR 

To THE Epiror:—A patient has had head noises, loss of hearing, 
and a rather bad postnasal drip since the age of 20. Ten years 
ago a fenestration of the semicircular canals was performed. 
The patient now experiences a clicking in the ear that was 
operated on, especially when he swallows. The clicking starts 
about 7:30 p.m. and is very bad at night, when the patient 
is lying down, and in the morning. There is little clicking 
during the day. During the times of the clicking, the patient 
experiences no pain. At night, when the clicking starts, the 
patient has developed a compulsion to swallow. What is the 
cause and treatment? M.D., New York. 


ANSWER.—Clicking sounds in the ear may originate from 
three possible sources. First, there may be an abnormal amount 
of sticky mucus in the eustachian tube and over the torus. When 
the levator and tensor veli palatine muscles are tensed, as in 
swallowing, this action may form a film that, on breaking, may 
produce a clicking sound. Second, a rhythmic tic of the above 
muscles may be present, producing a rhythmic sound. This can 
be identified easily by observing rhythmic contractions of the 
palate on the involved side. Third, clicking sounds in the ear 
have been observed to persist after bougienage of the eustachian 
tube. It has been thought that this may be secondary to an 
injury to the tensor tympani or its nerve supply. These types of 
ear noises usually are not amenable to treatment, although seda- 
tives may be tried. Fifty milligrams of chlorpromazine hydro- 
chloride given three times a day might be suggested. Postnasal 
drip probably would not have causal significance in association 
with this symptom. 


DEATHS DUE TO RABIES 


To THE Epitror:—Please give information on the human death 
rate due to rabies, as in our group none of us have ever seen 
a death due to this cause. 


L. G. Hunter, M.D., Milan, Ind. 


ANSWER.—The following tabulation shows the United States 
death rates from rabies, 1932 through 1952. 


No. of No. of No. of 
Yr. Fatalities Fatalities Fatalities 
80 39 24 
77 36 10 
66 43 24 


DISEASES EXHIBITING SEASONAL INFLUENCE 


To THE Epitor:—Would you furnish an extensive list of diseases 
with a seasonal incidence. 


Josenh E, Moylan, M.D., Scranton, Pa. 


ANSWER.—To list all diseases exhibiting a seasonal influence 
would mean setting down most of those carried in the “Inter- 
national List of Causes of Death.” Perhaps it would be more 
appropriate to point out certain broad categories of disease in 
which the seasonal influence is strong. These are infectious and 
allergic diseases of the skin and respiratory and digestive sys- 
tems, contagious diseases of childhood, metabolic diseases, and 
arteriosclerotic and coronary heart failure. The one broad dis- 
ease category not yet shown to be influenced by season is that 
covering all classes of malignant disease, but even here there 
is a strong climatic or latitude influence. 
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EXACERBATION OF OLD TUBERCULOSIS 

To THE Epitor:—A white woman, aged 71, had in April, 1954, 
an acute flare-up of a pulmonary tuberculosis, which had been 
quiescent for 20 years. It started with an acute illness, with 
high fever, cough, and extreme prostration, The condition 
cleared up within a week under treatment with aureomycin. 
However, a lasting weakness and some cough remained. 
Sputum was positive for tuberculosis, and x-ray examination 
revealed right apex contracted with dense fibrosis at first and 
second anterior interspaces and irregular highlights (cavita- 
tion?). The density reaches from the apex down to the upper 
hilum. The superior mediastinum is shifted to the right, with 
distortion of the lower trachea and the main bronchus. The 
left apex also shows fibrotic changes. The left dome of the 
diaphragm is elevated, flattened upwards with thickened basal 
pleura. X-ray diagnosis shows moderately advanced, bilateral 
pulmonary tuberculosis. Strict rest in bed was ordered, and 
biweekly treatment with doses of 2 cc. of streptomycin intra- 
muscularly with three oral doses of 125 mg. of nydrazid daily 
were given. The cough was very mild, temperature was nor- 
mal within two weeks, and the sputum and the inoculated 
cultures of it became after six weeks consistently negative for 
tuberculosis and remained so until today. This treatment had 
been continued without interruption for nine months, and the 
patient has gained weight. She only feels a little weak on her 
feet but moves around in her rooms. How long should strep- 
tomycin-nydrazid treatment be continued? 

M.D., New Jersey. 


ANSWER.—The description of the findings is quite clear, and 
there is little doubt about the diagnosis of the exacerbation of 
the old tuberculosis as well as the acute onset that was probably 
due more to a bacterial process rather than to a virus since 
aureomycin was so effective. At least the predominant factor 
causing symptoms was probably one of the virulent cocci. This 
type of tuberculosis is one that usually responds poorly to anti- 
microbial therapy. The vegetating acid fast bacilli were soon 
eliminated by the treatment, but there were probably many 
tubercle bacilli that were in a state of “hibernation” in the old 
fibroid lesions, during which time the bacilli seem to be little 
affected by the drugs. When the condition of the patient becomes 
worse, many of these “sleepers” start to grow and the disease 
becomes reactivated. That is a theoretical reason for a long con- 
tinued course of treatment for nine months or a year more. At 
the end of that time, a reevaluation of the case may be advisable 
to see if still more therapy is indicated. The treatment followed 
has been proper. At this time it would be well to use | 
gm. twice a week of dihydrostreptomycin instead of streptomy- 
cin to avoid the possibility of damage to the labyrinth. Also 
it would be well to begin a plan of graduated exercise. Anti- 
microbial treatment has permitted some shortening of the rest 
periods over the old-time rest regimens but not too much. There 
should never be any symptoms produced by the exercise schedule, 
and the patient should not be allowed to think he, or she, is as 
well as he may feel. The feeling of well being is sometimes out 
of all proportion to the true condition. 


ALOPECIA AREATA 

To tHE Epiror:—Can you explain the sudden appearance of 
two bald spots in the scalp of a normal and unusually vigor- 
ous 5-year-old girl, who has had no antecedent scalp or con- 
stitutional disease? The rapidly developing bald plaques show 
an entire absence of hair, and they are sharply defined, whitish 
in color (with a smooth consistence), circular in shape, and 
of the size of 25-cent and 50-cent coins. 

M.D., California. 


ANSWER.—The youngster apparently has alopecia areata, a 
condition that is but little understood. Emotional factors in some 
indirect manner are thought to play a causative role, but the 
connection has not been proved. The treatment is one of stimu- 
lation to the scalp, either by hand massage, electric apparatus, 
ultraviolet rays, or application of a stimulating ointment. The 
condition sometimes corrects itself without treatment. 
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GIVING FOOD DURING A TRANSFUSION 


To THE Eptror:—There has been a controversy in a local 
hospital about allowing patients to receive food while re- 
ceiving blood by transfusion, Is there any reason why this 
may be harmful? In some instances blood is given slowly, 
and two or three hours may elapse during which patients 
requiring nourishment would be deprived of it. 1 am aware 
of passive transfer of sensitization, as in the case reported by 
Ramirez some years ago. It seems that conditions existing in 
the donor are to be guarded against, and this is usually done 
in the collection of blood for blood banks. I have found 
nothing in works on blood groups and transfusion concerning 
not allowing patients to receive food during routine trans- 
fusions, but, as there has been some criticism of the practice, 
I would like to have the matter clarified. M.D.., Illinois. 


ANSWER.—In most cases the recipient of a transfusion receives 
blood as a necessary restorative measure during a period of 
one to three hours, and the necessity of feeding during this time 
is not even considered. Actually the patient’s system is not 
being starved, since plasma containing glucose, salts, and nutri- 
ment is being received intravenously. Where the transfusion is 
given as an elective procedure rather than as a measure of 
urgency and more than two or three hours may elapse, if the 
patient complains of hunger it seems advisable to give a light 
meal of easily digested foods such as milk and crackers or a 
sweet drink merely to appease the appetite during the period 
of transfusion. The question raised of allergy passively acquired 
from the donor and precipitated by taking the allergen in food 
while the transfusion is being given is theoretically valid. Ques- 
tioning the donor about his allergic reaction and not taking 
blood from a highly allergic donor is good blood bank practice. 
One other point should be borne in mind. If the blood is injected 
rapidly, particularly in a sick, very anemic patient and one with 
possibly partially decompensated cardiac disease, the patient 
should not be given large amounts of salt solution intravenously 
nor heavily salted food by mouth lest the intake of a considerable 
amount of sodium at such time produce pulmonary edema. This 
is a hazard of transfusion too often ignored or not recognized. 
In general the administration of food during a transfusion is not 
practiced and should be avoided except as suggested above. 


CHLORINATED HYDROCARBON INSECTICIDES 

To THE Epitor:—Do any of the chlorinated hydrocarbon in- 
secticides increase the activity of phosphatase enzymes? Do 
they cause an imbalance in the hormone production of the 
eosinophils and basophils of the pituitary, thereby causing 
anatomic and physiological changes throughout the body? 
Through their influence on the hypothalamus will they pro- 
duce or aggravate conditions that are benefited by Rauwolfia 
drugs? Will they imbalance the enzyme activity in the steps 
of “Kreb’s cycle” and produce or aggravate such clinical con- 
ditions as poliomyelitis, cancer, and kwashiorkor? 


George C. Furr, M.D., Clarksdale, Miss. 


ANSWER.—Whether one considers a single large dose or re- 
peated small doses, even the most casual observation indicates 
that the chief action of chlorinated hydrocarbon insecticides is 
on the neuromuscular system. The most careful study has shown 
that these compounds alter the function of every part of that 
system that has been suitably studied—cerebrum, cerebellum, 
cord, sensory nerves, motor nerves, autonomic system, and 
muscles. The basis of this action is unknown, but studies in 
several laboratories have apparently ruled out the possibility 
that it depends on an alteration of cholinesterase activity, 
oxygen consumption, or a variety of other reactions of nervous 
tissue. Our state of knowledge concerning these insecticides is, 
therefore, very similar to the state of our knowledge of many 
drugs that act on the nervous system. Minor inhibition of some 
enzymes of various tissues, activation of other enzymes, and no 
effect on most enzymes has been reported. In no instance has 
the magnitude of the effect been sufficient to explain the action 
of the compounds or to cause any significant physiological effect. 
It should be remembered that tissue enzymes usually have to 
be depressed to a small fraction of their normal activity before 
any change is produced in the function of the intact body. 
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No effect of chlorophenothane (DDT) on the hormones of 
mammals has been demonstrated, but large doses of chloro- 
phenothane do act, through an unknown mechanism, to retard 
testicular development in cockerels. There is good reason to 
continue the search for the mechanism by which effective doses 
of chlorinated hydrocarbon insecticides produce their observ- 
able actions; this tedious, time-consuming work is going for- 
ward. In the meantime, a different sort of study has been carried 
on with chlorophenothane that should do much to allay fears 
and idle speculation. It has been shown that human beings who 
have voluntarily taken daily, for nearly a year, about 200 times 
the amount of chlorophenothane that appears in the average 
diet suffered no ill-effects that they could detect or that were 
revealed by careful physical examination and laboratory tests. 
These men absorbed more chlorophenothane than pest control 
operators or farmers who use the compound. The other chlor- 
inated hydrocarbon insecticides are produced and used in 
smaller tonnage; they will be investigated as opportunity per- 
mits. As to the relation of chlorinated hydrocarbon insecticides 
to poliomyelitis, cancer, and a wide range of other diseases, 
Fowler (Agric. Food Chem. 1:469, 1953), who studied agricul- 
tural workers who used insecticides, said, “No evidence could 
be found that pesticides were the direct or indirect cause of any 
chronic disease, nor a contributing cause in diseases generally 
recognized as having other etiologies.” 


ABSINTHE 
To THE Epiror:—!/ recently learned there is an alcoholic bev- 
erage called Absinthe banned for sale or consumption in this 
country, presumably because it produces a nervous disorder 
by prolonged use. What is it composed of, and what is the 
pathogenesis of the disease it produces? 
Edward F. Blasser, M.D., Miami Beach, Fla. 


ANSWER.—Absinthe differs from other alcoholic beverages in 
that it contains an extract of wormwood. Extract of wormwood 
in rabbits caused dyspnea, hematuria, gastroenteritis, and death. 
The volatile oil is an active narcotic poison causing trembling, 
stupor, and later violent epileptiform convulsions with invol- 
untary evacuation, unconsciousness, and stertorous breathing 
that may end in death. One-half ounce of the volatile oil con- 
sumed by a male adult caused insensibility and convulsions with 
foaming at the mouth, although he recovered under the use of 
emetics with stimulants and emulsives. The effects of Absinthe 
differ from those of ordinary alcohol in that the characteristic 
symptoms of the former are restlessness at night, disturbing 
dreams, nausea and vomiting in the morning, trembling of hands 
and tongue, vertigo, and tendency to epileptiform convulsions. 


TOOTHPASTE 

To THE Epiror:—What is the value, if any, of the “magic in- 
gredients“ now being added to practically all brands of tooth- 
paste? C. Jay Hoyt, M.D., San Francisco. 


ANSWER.—The principal value of these ingredients may be in 
sales appeal. At this date the Council on Dental Therapeutics 
is not aware of adequate evidence that these ingredients are 
of substantial value in dental caries prophylaxis. Brushing the 
teeth with a suitable brush and dentifrice immediately after 
eating reduces residual carbohydrate; which is an important 
factor in tooth decay. Further benefit from a specific ingredient 
is doubtful in presently available products. 


INFANT’S TOLERANCE FOR MILK 

To THE Epitor:—In the allergic infant with eczema, how long 
a period of abstinence from milk is required to establish 
tolerance for this food? M.D., Massachusetts. 


ANSWER.—The majority of such infants develop a tolerance 
even without eliminating the food. Abstinence from it probably 
results in more rapid and more certain tolerance. The time 
required varies not only with the degree of sensitivity but with 
other unknown factors. In the average case it could take several 
months. 
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COLORED MOVING PICTURES 

To THE Epiror:—Several patients, while wearing proper pre- 
scription glasses, have noted blurring of vision when viewing 
colored movies on the new wide-angle screens. The picture 
looks clear when they remove their glasses. Blurring does not 
occur when viewing black and white movies. What is the cause 
of this phenomenon? M.D., Ohio. 


ANSWER.—There is no adequate explanation for the phe- 
nomenon described on a basis of refraction. Certainly, the differ- 
ence in refraction of the red and green components of the pic- 
ture cannot explain the blurring, when as stated the screen is 
seen clearly in black and white. These individuals probably react 
strongly with accommodation under these circumstances and 
probably produce a pseudomyopia, thus explaining the blurred 
vision. This complaint must be extremely rare since so many 
people observe moving pictures in color and in black and white 
and the complaint described has not appeared in the literature. 


MONOMER GASES 
To THE Epiror:—/ must call your attention to a misinterpreta- 

tion of my publication that appeared in THE JOURNAL (158:94 
[May 7] 1955), under the heading Monomer Gases. At the 
bottom of the second column I was quoted as reporting that 
4,000 ppm of chlorotrifluoroethylene killed 50% of a group 
of animals when inhaled four hours daily for 14 days. 
Actually the article (J. Indust. Hyg. & Toxicol. 31:343 [Nov.] 
1949) refers to single four-hour inhalations of a wide variety 
of vapors followed by 14 days of observation without further 
vapor inhalation. Therefore, the 1949 article referred to a 
single four-hour inhalation, not to the 14-day repeated in- 
halation given by your correspondent. The work done in 1949 
was on a pilot plant product. Work in 1954 on chlorotrifluoro- 
ethylene made on a commercial scale showed a greater degree 
of toxicity. Within 14 days of one four-hour inhalation all 
rats died from 1,480 ppm; none died from 710 ppm, but 
severe kidney pathology was found; and none died from 520 
ppm, and there was no kidney pathology. 

Henry F. Smyth Jr. 

Mellon Institute of Industrial Research 

University of Pittsburgh 

Pittsburgh 13. 


HIGH SCHOOL ATHLETICS AND RHEUMATIC FEVER 
To THE Eptror:—!/ disagree with the answer given in the Query 
and Minor Note Section in THE JOURNAL (157:874 [March 5] 
1955) concerning a 16-year-old postrheumatic patient. To my 
knowledge there is no real evidence that minimal rheumatic 
myocarditis, such as might escape a thorough cardiological 
evaluation, is in any way harmed by exertion. There is much 
evidence of damage to social and emotional adjustment by 
exclusion from athletics, which in a small school is a normal 
group activity and an important way of establishing worth. 
Against athletics there is a vague presumption of damage to 
a condition assumed without evidence to be present. For them 
we have very real social and emotional benefits. It seems to 
me this boy should be permitted to play. 
John E, Eichenlaub, M.D. 
University of Minnesota Medical School 
Minneapolis 14. 


QUINIDINE FOR MUSCULAR CRAMPS 
To THE Epiror:—The question of nocturnal cramps in the legs 
appears repeatedly in THE JOURNAL (156:1635 [Dec. 25] 1954). 
For years I have treated nocturnal cramps, also those found 
in pregnancy, with repeated doses of 100 to 200 mg. of 
Benerva (aneurin) orally or preferably intravenously and often 
it was successful as long as these cramps are not of arterial 
origin. In this case leg-down position can already prevent the 
nocturnal insufficiency. I would be interested to know if others 
have had similar results. C. Braendli-Wyss, M.D. 
Lyssachstrasse 15, 
Burgdorf, Switzerland. 


